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It is fitting that the annual oration should ex- 
press an appreciation of a Mississippi physician 
who was responsible for one of the greatest 
contributions to epidemiology that was ever 
made. 

The man, Dr. John W. Monette, of Adams 
County. The disease, yellow fever. The period, 
one hundred years ago. 

That we may appreciate the contributions to 
the epidemiology of yellow fever made by Doc- 
tor Monette we must look at the background. 
Philadelphia, just hefore and during the revolu- 
tion, was largely dominated in its political and 
social life by those who were loyal to King 
George. The rich, the merchants, the lawyers, 
the physicians, and other leaders were loyalists. 
It was also the period in which the physicians of 
that city dominated the medical profession of 
America. 

Among the revolutionaries, however, was Dr. 
Benjamin Rush. He was the only physician to 
sign the Declaration of Independence. Because 
of this fact, and of his talents and dominance of 
Philadelphia in medicine, for thirty years at 
least after the Revolution Doctor Rush was the 
most influential physician in America. 

In that period yellow fever repeatedly visited 
the cities of the Atlantic seaboard, as far north 
as New England, aye, even Canada. Philadel- 
phia had a terrible visitation of the disease in 
1793, and another in 1798. Rush, who had been 


*Annual Oration. Read before the Mississippi 
State Medical Association, Jackson, May 9, 1933. 


very active in his profession during all these 
epidemics, devoted his energies and influence to 
promoting his opinions as to the nature of yel- 
low fever and methods of controlling it. In 1799 
he expressed his disappointment that people 
were so reluctant to accept his views. After 
years of advocacy, he wrote: 

“Having labored nearly six years to no pur- 
pose to persuade the citizens of Philadelphia 

»” he closed with, “Should this attempt 
be unsuccessful I shall hereafter mourn in se- 
cret over the continuation of an error which has 
been so fatal to the citizens of Philadelphia. One 
consolation there will be a belief that 
time will do justice to my opinions and that 
heaven will acquit my conduct.” 

Time did justice to his views in more senses 
than one. His opinions were erroneous, they 
came to be universally adopted, he become the 
sandhedrim with whom no one dared dissent 
and from whom there was no appeal. Disaster 
followed. 


Came another day. An Adams County, Mis- 
sissippi, doctor dared invoke the wrath of the 
gods. He saw the fallacy of the Rush-born, but 
then orthodox, belief and method, he accumu- 
lated the evidence, he formulated an irresistible 
argument against it, and, he outlined a better 
practice based on less fallacious opinion. He 
fought for years for the acceptance of his views. 
He set machinery of epidemiologic control back 
on the right track, and he started progress on 
the road which has led to the point where the 
goal is in sight. 

And now a statement of what was the Rush 
opinion. In 1799 he published two addresses 
which he entitled, “Observations Upon the Ori- 
gin of the Malignant, Bilious, or Yellow Fever 
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in Philadelphia, and Upon the Means of Pre- 
venting It.” Meanwhile, he was writing fre- 
quently on the same subject in the Medical Re- 
nository. 

His conclusions were as follows: 

As to its nature: It was a variety of malaria, 
“the offspring of putrid vegetable and animal 
exhalations.” 

The principal sources of it were: 

1. The docks; “these contained a large quan- 
tity of filthy matter in a highly concentrated 
state.” In New York, yellow fever was known 
as “dock fever.” 

. The foul air of ships. 


Ww do 


. The common sewers. 

. The gutters. 

. Dirty cellars and yards. 
6. Privies. 


wn 


7. The putrifying masses of matter which lie 
in the neighborhood of the city. 

8. Impure pump water. 

The methods of control he advocated were 
based on two fundamentals, which he expressed 
as questions and answers: 

“Is the yellow fever a contagious disease?” 
The answer: “In the City Hospital, of Philadel- 
phia, there was no evidence of the disease being 
contagious in the epidemics of 1793, 1797, and 
1798.” He later refers to the “rare and feeble 
contagion of the fever.” 

“Can the yellow fever be imported?” The an- 
swer: “Everything that relates to the importa- 
tion of this fever is contrary to reason and 
facts.” “It is of domestic origin.” 

The means of control, based on these opin- 
ions, were: 

1. Clean the docks. 

2. Compel every ship to carry a ventilator. 

3. Wash the sewers frequently. 

4. Wash the gutters every evening. 

5. Remove the filth from the yards and cel- 
lars of every house. 

6. Empty the privies frequently. 

7. Remove the filth from the neighborhood 
of the city. 

8. Permit no dwellings to be located on al- 
leys. 

9. Have the people eat less meat. 

Dr. Rush, although a capable physician, was 
essentially politically-minded. His theory that 
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yellow fever was a variety of malaria was 
founded on an old European theory termed the 
Unity of Fevers. The speculative question was 
a very live issue in Europe in the last quarter 
of the 18th century. It became political. The 
French, led by Louis, contended that there were 
at least two fevers—typhus and_ typhoid. 
Whereupon the British, under the influence of 
the social hatreds which culminated in the Na- 
poleonic wars, swung their support to the doc- 
trine of the Unity of Fevers. 

So powerful was Rush in America that he 
secured the adoption of the British doctrine 
here. In fact, the British doctrine of the Unity 
of Fevers became converted, even in medical 
literature, into the American doctrine of that 
name. Nor did we escape from this theory en- 
tirely until the approach of the Civil War period. 

The Rush method of control of yellow fever 
later was known as “the Pettenkofer period of 
public health method.” It did not die,—if it 
has completely died—until it failed to work when 
Gorgas used it in Havana in 1900. 





It was into this atmosphere as the orthodox 
opinion and method of yellow fever epidemi- 
ology that Dr. J. W. Monette came. 

Doctor Monette was born in 1803 in Staun- 
ton, Virginia. As a youth he was brought to 
ésdams County by his father, a physician. He 
came there not long after the great epidemic of 
1817. He was a medical student in the epi- 
demic of 1823, and he helped his father care 
for the sick then. He graduated in the Transyl- 
vania University Medical School in 1825. And 
he went through every epidemic of yellow fever 
in his community between 1823 and his death, 
in 1851. 

On December 2, 1837, he read a paper on yel- 
low fever at Washington, Mississippi, in which 
paper he gave his new views. He said be be- 
gan forming his opinion as a result of his ex- 
periences in the epidemic of 1823, that he 
gradually matured his then opinion, and, for 
some twelve years, he had been urging his 
methods “upon the citizens of Natchez and New 
Orleans.” He wrote articles on this subject and 
published them in medical journals beginning 
with 1837. The one from which the following 
quotations are taken was called “Observations 
on the Epidemic of Yellow Fever of Natchez 
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and of the Southwest,” by John W. Monette, 
M. D. (Louisville, Prentice, and Weissinger, 
1842). 

After reciting Rush’s opinions and stating 
that he was taught these by the medical teachers 
and leaders of the period, he writes: 
“Such 
opinions of the writer until he was compelled 
“Since 
then he has been convinced that the disease is 


“Such he was taught.” were the 


hy observations to change his opinion.” 


generally, if not always imported into Natchez, 
as well as New Orleans, chiefly from Havana 
and the West Indies.” 

Monette was enlisted for the war. He was 
not only trying to correct an old opinion and to 
establish new methods based on the correct 
opinion, but his mind was clear enough for him 
to see that he must overthrow a popular idol 
and discredit his leadership if the desired pur- 
pose was to be attained.. And he had the 
courage to make the fight. 

He said: 

“Dr. Rush is the great father of the doctrine 
of the local origin of yellow fever from pu- 


filth. The 


doctrine taught by Doctor Rush on this subject, 


trescent matters and from city 
enforced and promulgated by his popularity, 
talents, and industry, has doubtless been the de- 
struction of thousands. Had it not been for his 
influence in the medical community of the 
United States, 


for so 


our northern seaports would 


not long have been subject to 
the pestilential visitations of yellow fever. 
The southern ports are still acknowledging a 
vassalage to his authority and to his arbitrary 
dictation; his disciples, immolate hundreds and 
thousands of victims annually upon the altar 


of a blind credulity.” 

“Then this Molach, set up by Doctor Rush, 
shall no longer devour its living hecatombs of 
innocent people for its autumnal repast.” 


“At the time when Doctor Rush established 
his theory of a local, domestic origin of yellow 
fever, in contradistinction to that which ascribed 
it to a foreign source. ... ” 

Dr. Monette’s study covered such aspects of 
the question as meteorology, climate, clinical as- 
pects, nature of the disease, relation to other fe- 
vers, incubation period, contagiousness, relation 
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of commerce and of river and road travel, and 
measures for control. 

Among his conclusions were: 

1. The disease is indigenous to the Caribbean 
countries. 

2. In these countries the natives have it mild- 
ly and, thereby they become immune. 

3. The disease is kept more alive and viru- 
lent by the immigration into the tropical and 
subtropical countries of foreigners and northern 
strangers. 

4. Immunity is established by one attack of 
ihe disease. 

5. The disease migrates from its home (in- 
digenous ) to the United States, but it is unable 
to withstand the cold winters there, and it must 
he reintroduced. 

6. The disease spreads from foci of infection. 

7. In the genuine disease fifty per cent of 
those attacked die. If a fever has a case fatality 
rate lower than that it is not yellow fever (in a 
toreign habitat ). 

8. The contagion is more active by day than 
by night. 

9. Community filth is not an agency in caus- 
ing yellow fever. 

10. Yellow fever is a peculiar disease, radi- 
cally different in character from the whole fam- 
ily of remittent and intermittent fevers. 

11. The most extensive marshes in the south- 
ern part of the United States are as free from 
vellow fever as are the pine hills of Mississippi 
and Alabama. 

12. The disease is not malaria, nor is it caused 
by decaying animal matter, or marsh miasma. 

13. The temperature of the air, the humidity, 
wind movement, and other meteorologic phe- 
nomena do not produce yellow fever. They do 
contribute to its spreading. 

14. It is a commercial disease. 

15. Its spread is a matter of transportation 
end commerce relations. 

16. Lime as a disinfectant is useless. 

17. Blankets and wooden containers serve to 
spread the disease. 

Among the causes of epidemics in Natchez—- 
and he was addressing a Natchez audience— 
were: 

1. The temperature of the air and other me- 
tcorologic phenomena. 
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2. The existence of an epidemic of it in New 
Orleans. 

3. The steamboat service on the Mississippi 
river. 

The practical measures of control he advo- 
cated, when a case of the disease appeared, 
were: 

1. Send all the unexposed people to the coun- 
try. 

2. Especially see to it that the strangers are 
sent away. 

3. Prohibit the importation of goods and peo- 
ple from infected places. 

Since the Mississippi river was then almost 
the sole artery of commerce for the region in 
which Doctor Monette’s interest lay, he advo- 
cated quarantine stations to be located below 
New Orleans, in the region of Forts Jackson 
and St. Philip, and a marine hospital nearby. 

He predicted: “The day is not very remote 
wlen New Orleans will be as free from yellow 
fever as New York is now.” 

It was twenty-one years later when General 
BR. F. Butler proved beyond controversy that 
Doctor Monette was right, by stopping all com- 
merce in New Orleans. It was in 1880 that a 
quarantine, considerably modified, again proved 
the correctness of Doctor Monette’s views by 
ending yellow fever in New Orleans. Discover- 
ies made at the turn of the century and since 
have established the correctness of every basic 
} rinciple of Monette’s holdings. 

There can be no doubt that Doctor Monette 
was wrong in his theory that the cause of yel- 
low fever was gaseous in nature, and that it en- 
tered the human body through the lungs. He 
was wrong in that he makes no mention of mos- 
quitoes and provided no measure for their con- 
trol. But he was right in all the practical funda- 
mentals, and he postulated some of the problems 
that have engaged 
within the last decade. 


scientific epidemiologists 


There were such problems as: the indigenous 
home of yellow fever, a theme of great interest 
now to the world epidemiologists; the building 
up of the disease by importations of susceptibles, 
a theme that Topley, Webster, Dudley, Green- 
wood, and Amoss, and other epidemiologists are 
just now engrossed with. 
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That great problem posed by the contradic- 
tions in the contagiousness and infectivity of 
yellow fever—the answer to which came with 
the mosquito theory—Doctor Monette saw, was 
perplexed by, and tried to find the answer 
failed. 

Doctor Monette died at 48 years of age after 
a life rich in accomplishments in the field of 
public health and in several fields beside. He 
lived to see the river country and New Orleans 
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accept his methods. He saw river quarantine 
stations and marine hospitals built about where 
he said they should be. He lived to see the en- 
tire concept of Rush discarded. He built a sun 
and he lived to see it above the horizon, but he 
passed before the sun had caused the grass to 
grow, the flowers to bloom. For yellow fever 
remained a major menace to Mississippi for 
forty years and to it as a world menace finis is 
just now being written. Meanwhile, a century 
has passed. 


In 1879 the Mississippi State Medical Asso- 
ciation mei in Aberdeen. One session was de- 
voted to memorial exercises for the heroes of 
the medical profession of the state who died in 
the epidemic of 1878. These were fifty-seven 
in number. There were seventeen from Vicks- 
burg and Warren County, ten from Grenada, 
cight from Holly Springs, three from Port Gib- 
son, and three from Greenville. 


Among them were some ex-presidents and 
other officers of this society. A memorial ser- 
mon was preached by Dr. B. M. Palmer, of 
New Orleans. A memorial address was deliv- 
ered by Dr. John Browning, of Columbus; and 
two memorial poems were read, one by Dr. H. 
D. Bruns, of New Orleans, and another by Ma- 
jor S. A. Jonas, of Aberdeen. 


The first stanza of Major Jonas’ poem was as 
iollows: 


With sorrow now we spread the pall 
O’er Woodruff, Hicks, Whitehead, Monette, 
O’er Nesmith, Booth, and Hughes, and Hall, 
Ringold, Cage, Fitzgerald; nor forget 
The joyful Compton, or the brave McKee 
McCallum, Williamson, or Kinchloe, 
Or Armstead, sleeping peacefully, 
All victims of the fury of a common foe. 
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The Monette referred to was Dr. W. E. Mon- 
cette, of Warren County, born there January 7, 
1834, and certainly a kinsman of Dr. J. W. 
Monette. 

* * * 


Should flood control ever be realized on the 
Mississippi river, the engineering profession of 
Mississippi should insist that one of the impor- 
tant works should bear the name of Monette, 
end a tablet to John W. Monette should be at- 
tached thereto because of his study of the sub- 


iect of flood control in the Mississippi valley. 


The Mississippi Valley Historical Society 
might well install a library to be known as Mon- 
cette Hlall, dedicated to the memory of one of 
the ablest historians of the valley country. A 
tablet to Monette, their fellow historian, should 
be placed there by the Mississippi Historical So- 


ciety or the State Department of Archives. 


The Mississippi State Medical Association 
and the Mississippi State Board of Health are 
in co-operation in the control of malaria and 
many other diseases. They worked together to 
end the menace of yellow fever to Mississippi. 
A majority of the board are nominated by the 
state medical society. The two organizations 
liave stood together, are standing together, and 
will continue doing so. 


They might consistently stand together in 
honoring Dr. John W. Monette, once of Adams 
County; a man who made a permanent contri- 
bution to the world knowledge of yellow fever, 
to clinical information about the disease, and its 
importance as a community problem; who laid 
some of the foundations on which builded the 
men of many lands working in many fields—to 
the end that yellow fever shall no longer be an 
important menace to civilization. 


With these considerations in mind, I ask you 
to accept this picture of our fellow craftsman 
and fellow citizen. John W. Monette; to put it 
in the keeping of the State Health Department, 
that it may there serve as a recognition of worth 
and service, and as a stimulus to our fellows in 
the fields of curative and preventive medicine. 
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THE QUESTION OF PROGNOSIS* 


W. A. DEARMAN, M. D. 
GULFPORT, MIss. 


The word prognosis is derived from two 
Greek words meaning, to forecast, or to fore- 
tell. It is the art of forecasting the progress 
and determination of any given case of dis- 
ease, being based upon the subjective and 
chiefly on the objective signs or symptoms 
of the disease. In a broad and more liberal 
and scientific sense, prognosis affords an 
insight into the present and future happi- 
ness, the well-being and the ultimate out- 
come of any disease or injury. It takes in- 
to consideration whether or not a disease is 
curable, how long under existing conditions 
life may be prolonged, what influences the 
disease or diseases under consideration are 
likely to have on the individual’s activities 
and enjoyment of life; what contributing 
factors may lead to its advance and what 
will influence its course favorably. It stimu- 
lates, therefore, more rational and scientific 
therapy. 

Of all the chapters that have been written 
in medicine, the chapter on prognosis chal- 
lenges the physician’s knowledge. It is a 
fact that in years which have passed and 
gone, prognosis was made without accurate 
diagnoses or without sound pathologic know- 
ledge, however, today the forecast of the life 
of any patient laboring under the stress of 
formidable disease is based, not only upon 
subjective symptoms, but upon the results 
of thorough physical examination, a consid- 
eration of all the features made clear through 
investigation. In fact, the picture which the 
patient presents is projected on the prognos- 
tic screen to be interpreted by a clinical mind 
which is well experienced in the phenomena 
and ultimate outcome of disease. A study 
exclusively of text-books will never provide 
an adequate understanding of the complex 
problems of prognosis. Such an understand- 
ing only comes through years of painstaking 
analysis and correct reasoning and deduc- 





*Read before the Section on Medicine at the 
Sixty-sixth Annual Session of the Mississippi State 
Medical Association, Jackson, May 9, 1933. 
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tions. I have long since refrained from set- 
ting or fixing the time of an individual’s 
death, inasmuch as I have missed from five 
minutes up to twenty years and such a 
marked discrepancy would no doubt, deter 
any physician from doing likewise. 

Prognosis may be viewed from two im- 
portant angles, immediate and ultimate; and 
it seems clear and rational that all physicians 
should cultivate prognosis. For instance in 
many diseases one may be very serious as 
to the immediate prognosis and the other 
very good. A patient may be seriously and 
acutely ill from some of the various toxemias 
and the immediate outlook seems grave, 
while on the other hand, a so-called mild or 
moderate attack of rheumatic fever or dip- 
theria may offer a very excellent prognosis, 
however, the ultimate forecast may be one 
of gravity, for after many years either of 
these diseases may give rise to serious car- 
diac damage and precipitate sudden death, 
shorten life, or engender a long drawn out 
invalidism. 

There are multiple factors which influence 
the prognosis of disease. Exogenous as well 
as endogenous influences must be carefully 
considered and all of the defensive mechan- 
ism of the human economy, whether cellular, 
humoral or otherwise must be brought un- 
der careful scrutiny. This is spoken of by 
Dr. Baskerville, who read a paper before 
this association several years ago, as the 
“doctor’s silent partner”. The influence of 
age, environment, and the social status of 
the patient should be carefully considered. 
Experience has taught how variable these 
are in different and allied diseases. Diseases 
which are usually well borne by infants, 
children and young adults, are often rapidly 
fatal to the aged. Endocarditis in the young 
is ominous while in later adult life it is 
General arteriosclerosis is con- 
sidered dangerous and fatal during early life, 
while the aged may live for years with ad- 
vanced arterial changes and few or no sub- 
jective or objective symptoms. The influ- 
ence of occupation plays an important role 
in arriving at a correct prognosis. The 
marked increase or rather the recognition of 


less serious. 
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cardiovascular disease arising from changed 
social, business and professional conditions, 
more particularly among physicians past 
forty, as well as the marked and appalling 
increase in cancerous conditions with ad- 
vancing civilization, are among the serious 
and vital problems which demand the most 
earnest thought and consideration of every 
physician who is in active practice. The in- 
fluences of the various dyscrasias and dia- 
theses in early and later life are important 
and paramount. For instance, angina oc- 
curing between thirty-five and forty-five is 
usually due to luetic aortitis. 

In framing a satisfactory prognostic back- 
ground the resistance of certain races to cer- 
tain diseases should be borne in mind. It is 
well also for the physician to consider the 
fate of the antecedents of his patients as 
well as their descendents, therefore, it is 
important that a sweeping family history be 
taken and recorded. I have among my case 
records many histories of patients with very 
bad family histories, especially as to sud- 
den death in several members of the family 
early in life. The effects of former diseases 
upon the human being often have an im- 
portant bearing on the present prognostic 
outlook. <A diphtheria patient may be re- 
lieved of all the clinical signs of the disease 
by early diagnosis and the prompt adminis- 
tration of a sufficient number of units of 
antidiphtheritic serum, however, there is a 
dangerous prognostic outlook if the patient 
is allowed to exercise too violently for a 
month or two, in the precipitation of sudden 
death due to a myodardial damage following 
in the wake of the diphtheria toxemia. 

The prognostics of the various infections 
teach the paramount importance of the ur- 
gent need of long surveillance, of the know- 
ledge of the individual patient, and a full 
recognition of the danger done to the vital 
organs, more particularly to the heart and 
brain. This is particularly true of rheumatic 
fever, scarlatina and other exanthemata, 
pneumonia, influenza, typhoid, sepsis and 
septicemia. One should be guarded in mak- 
ing a favorable or unfavorable prognosis in 
the neuropathic tendencies and in the in- 
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dustrial domain of traumatic neuroses. 

The profound influence of acute infectious 
diseases on existing chronic diseases, is in 
many instances overlooked, incorrectly in- 
trepreted, or not considered in framing the 
prognosis. The refinements in diagnosis in 
recent years, together with a large back- 
ground of clinical experience, offer a more 
satisfactory basis for a more intelligent and 
safe prognosis. Many outstanding and fund- 
amental details must also be considered. The 
physiognomy, the facies of the patient, the 
expression, the luster or dullness of the eye 
and the position of the patient in the midst 
of disease are important. The physician’s 
observations are broadened and made more 
accurate as the number of observed cases in- 
creases. 

The subject is so broad in its ramifications 
and applications that any attempt to review 
the various diseases upon which a prognosis 
should be made would be too time-consum- 
ing. The more serious conditions, however, 
may come up for 
cardiorenal 


such as the 
malignancies, the 
acute infectious processes. 

Auricular fibrillation, better known as de- 
lirium cordis, is usually brought about by 
some underlying toxemia and is often noted 
in Grave’s disease or not infrequently from 
large doses of digitalis, but it means pro- 
found myocardial damage. 

Heart block, partial or complete, due to an 
interference with the passage of impulses 
from the auricles to the ventricles, not in- 
frequently brought on by the long continued 
use of digitalis and the various toxemias, 
means myocardial disease of a serious im- 
port. 

Angina pectoris and coronary thrombosis 
are serious conditions, however mildly pre- 
sented, and often tax the physician in his 
prognostic domain. Sudden death may be 
precipitated with the first attack, however, 
should the patient be fortunate enough to 
survive the initial attack he may live for 
years with freedom from any subjective dis- 
comfort. This happy outcome is the result 
of an established coronary circulation. 

Hypertension, the champion in the causa- 


discussion, 


states, and 
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tion of cerebral and cardiac tragedies, de- 
mands the closest study of every prognosti- 
cian. A hopeful attitude should be exercised 
toward the patient. Some individuals have 
little or no trouble with hypertension, while 
others have no end of subjective complaints 
and are extremely hard to manage. The sub- 
ject is open to wide speculation as to whether 
or not such cases will ultimately end in a 
cerebral or cardiac death. I have had in my 
experience four patients with a systolic pres- 
sure of 300 mm. and a diastolic of 180 mm., 
of whom two were young individuals under 
thirty-five, one a colored married woman, 
another a white male. The colored woman 
lived five years in this condition and died of 
acute heart failure. The white male died of 
cerebral hemorrhage after a few hours’ ill- 
ness. The other two were in patients past 
fifty, a white male and a white married fe- 
male. The female lived nine months after 
I had discovered her hyperpiesia and died 
suddenly of cerebral hemorrhage. The male 
lived two years after I first saw him and 
died of a cardiac and nephritic tragedy. 
Physiologists constantly remind us_ that 
hypertension is a symptom and not a disease. 
All physicians through experience and ob- 
servation have certain definite impressions 
about what ultimately happens to patients 
with hypertension. 


The factors, however, which influence the 
prognosis of hypertension are not at all clear- 
ly defined, but in a vague way we fully ap- 
preciate them. I am of the opinion that 
heredity plays an important part in any 
patient’s vascular system. Hamman of Bal- 
timore gives an interesting resume of a group 
of hypertensive cases over a period of years. 
Of 314 hypertensives calculated from the 
date of discovery, he found the following: 


End of 2 End of 5 End of 10 
Years Years Years 
Living 281 145 30 
Dead 33(10.5%) 77(30%) 107(78%) 


The prognosis in ateriosclerosis is based 
largely upon whether the condition is as- 
sociated with hypertension. Arteriosclerosis 
general, or localized, with or without hyper 
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tension is a very common condition at and 
after middle life, and every physician is 
familiar with the ravages and tragedies this 
condition brings about. Even the laity has 
a wonderful knowledge of some of the tragic 
incidents which are arterial in origin. I am 
of the opinion that the oft-repeated state- 
ment, “A man is as old as his arteries”, holds 
good, or to phrase it more aptly, “A man is 
as old as his myocardium”. In approaching 
a study of prognosis in arteriosclerosis many 
factors come up for consideration. Many 
individuals with marked general arterioscle- 
rosis live for a number of years without ex- 
periencing any apparent or real subjective or 
objective inconvenience, more particularly if 
unaccompanied by impairment of the renal 
function, or by hypertension. Not infre- 
frequently in claudication of the lower ex- 
tremeties a calcified femoral artery may be 
observed in the roentgenogram, when the 
and brachials are not 
most frequent causes of 


radials 
The 


death are familiar to every clinician; cerebral 


temporals, 
sclerosed. 


hemorrhage, cerebral thrombosis, myocardi- 
tis, angina, uremia, and occasionally gan- 
grene of the extremities. 

The malignancies open up a fertile field 
for prognosis, and while early diagnosis or 
recognition of malignant tendencies are im- 
portant, the physician and surgeon alike are 
on the alert as to what the ultimate outcome 
will be. It is generally conceded by all that 
carcinoma of the breast if diagnosed early 
and followed by radical surgical procedures 
offers a favorable outlook if the patient can 
pass the five year period without any evi- 
A primary malign- 
ancy of the lung, however, even when first 
diagnosed usually offers no more than two 
or three months more of life for the patient. 
Cancer of the colon offers a more hopeful 
prognosis, inasmuch as its progress is slow 
and due to the limited lymphatic supply, 
metastais is long delayed. Radical and 
palliative surgery offers a more favorable 
outlook as to the immediate prognosis. It 
is generally conceded that sarcomata of the 

ones and other tissues and organs of the 

‘ly, which rapidly metastasize are of bad 


dences of metastasis. 
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early prognostic import. Malignancies of in- 
accessible regions due to delay in diagnosis, 
such as primary mediastinal malignances, 
carcinoma of the head of the pancreas and 
massive malignancy of the brain offer the 
gravest prognosis. 

DISCUSSION 

Dr. W. L. Little (Wesson): I do not like to let 
a paper like this go by default. I can not add much 
to it, except to thank the gentleman for the paper, 
but it reminds me of a patient I saw some 15 years 
ago when we first began to take blood pressure. 
When I began studying medicine in 1888 we did 
not have all those means of making correct diag- 
nosis; some of the doctors were up in the air when 
we first began taking blood pressures. I took the 
blood pressure of a poor old woman and it was 238. 
I thought she would be dead right away. I do not 
remember how many years ago but about 6 or 8 
years, I was called to see her again when she had 
been eating some meat against the instructions of 
her physician and her blood pressure then was 320. 
She is living today and walking about the house— 
an invalid, it is true—but she is enjoying her chil- 
dren and ker grand-children and getting along 
pretty well. 

I was impressed also by a paper read by Dr. Mc- 
Lester of Birmingham at the meeting of the South- 
ern Medical Association a number of years ago, 
following along the same line—be guarded in your 
prognosis, especially in high blood pressure cases. 
He pointed out the fact that there were many 
alarmists among physicians. Tell your patient 
“our blood pressure is so and so, and you have 
got to go to bed and stay a few months and go on 
a diet and take things easy” and in a few years the 
patient comes in very well. I appreciate the paper 
very much. 


Dr. John H. Musser (New Orleans): I want to 
say that I think this is a very philosophical and 
beautifully presented paper from the point of view 
of the internist. There are two or three details of 
prognosis which I should like to mention briefly. 
The first of these is that prognosis of the disease 
depends, as Dr. Dearman has said, of course, upon 
& very thorough examination of the patient. He 
spoke of abdominal carcinoma. Think how much 
information can be obtained just from the rectal 
examination when there is a question of the diag- 
nosis and consequently prognosis. A thorough 
study of the patient is very likely to lead to a def- 
inite and probable prognosis. 

I have been impressed by the pleasure which pa- 
tients take in prognosis which is faulty. A very ex- 
cellent physician practiced some years ago. His pa- 
tients I saw frequently after his death; they used 
to delight in telling me that they had been told 
that they would live only two, three or four years 
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and they had survived the physician and outlived 
him by many years. I have no doubt but that all of 
vs have had a similar experience. In regard to 
blood pressure, I practically never make a prognos- 
is based on the diagnosis of hypertension observed 
on the first examination. Time and time again it 
will happen that the blood pressure is elevated 
when the patient is first examined; ultimately it 
goes down, particularly when they are relieved of 
the stress and strain that is particularly common 
in hypertensive disease. 

I can add another case to the one he mentioned 
incidentally. I had a patient whose blood pressure 
vas first cbserved in 1901 with an old fashioned 
sphygmomanometer which stood about two feet 
high. Her systolic pressure was 225. Blood pressure 
observations were made practically every six 
months up until about 1928, when that particular 
individual died of cardiac failure. During this time 
her blood pressure was never under 200. This case 
has taught me to be particularly wary in giving a 
bad prognosis to any woman whose blood pressure 
is high. 

Dr. Dearman (closing): I have very little fur- 
ther to say. The question often arises whether it is 
best to apprise a patient of the gravity of his heart 
condition and I think we should be very tactful in 
doing this. We may be able to advise a friend or 
relative of the severity of the situation. Not infre- 
quently large estates are involved when just a 
word or the signing of a name will save consider- 
able embarrassment and legal entanglements. 

It is my policy to advise a patient that he has 
heart disease in order to enlist his co-operation in 
any regimen that I may outline, but I have never 
advised a patient that he is liable to drop dead at 
the breakfest table. I lead him to believe that the 
outlook is hopeful and that if his heart is not well 
compensated he is advised to curtail his activities 
in order to prolong his life and comfort. We should 
be very guarded in the prognotic outlook in dealing 
with a patient inasmuch as many individuals with 
a seemingly decompensated heart live for many 
years fairly comfortably and with very little sub- 
jective inconvenience. 
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In presenting the voluminous subject of 
intestinal obstruction I will not attempt to 
discuss, in the time alloted me, all of its vari- 
ous phases, etiology, symptomatology and 
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treatment but to call special attention to that 
phase of the subject that is most important, 
its early diagnosis and operative treatment. 

Acute intestinal obstruction is so frequent 
and its early recognition so important that 
we must keep in mind its ever present sha- 
dow. We must be mindful that acute intest- 
inal obstruction is the most death dealing 
condition that we encounter in the abdomen 
and that the death rate ranges from zero, in 
early operated cases, to one hundred per 
cent in delayed or non-operated cases. Up 
to about forty years ago surgery was looked 
upon as a means of last resort, largely on ac- 
count of pain, fear and hazard and most sur- 
gery done was only palliative. It appears 
that the major technic of general surgery has 
probably reached a standardization but it is 
in the perfection of minor details that we are 
able to reduce the morbidity and mortality 
of surgical procedures in the abdomen. 

As the years have gone by we have grad- 
ually attained to modern surgery because of 
safer means of anesthesia, asepsis and anti- 
sepsis, better technic and, last but not least, 
good surgical judgment. In spite of all bet- 
terment which modern surgery has brought 
us the day has yet to arrive when unavoid- 
able deaths do not occur, early and remotely, 
following abdominal surgery, and we still en- 
counter too many cases of intestinal obstruc- 
tion and lose too much valuable time in diag- 
nosing the condition and instituting surgical 
procedure, usually the only means of relief. 

In regard to causative factors of acute in- 
testinal obstruction we should always bear 
in mind the part played by the surgeon. There 
are too many cases of obstruction following 
all kinds of abdominal operations. Prophy- 
laxis against intra-abdominal disaster follow- 
ing abdominal surgery is as essential as is 
toxoid against diptheria. The prophylactic 
treatment consists of abandonment of pre-opera- 
tive and post-operative catharsis and the 
avoidance of unnecessary trauma and peri- 
toneal contamination during the performance 
of laparotomies. Adynamic ileus occurs 
earlier post-operative than the mechanical 
ileus and is characterized by the absence of 
colicky and intermittent pains. Both dynamic 
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and adynamic ileus may be the result of pro- 
longed operation, carelessly induced anes- 
thesia, rough handling of abdominal organs, 
mauling the intestines, gauze packs, loss of 
heat, time and fluid, and the leaving of un- 
peritonealized surfaces. Gauze packs and ab- 
dominal retractors are a fruitful source of 
intestinal obstruction that can largely be 
obviated by properly induced anesthesia and 
an incision large enough for adequate work. 
Rough gauze dissection and pulling and tear- 
ing of tissues instead of sharp dissection are 
also causes of many cases intestinal obstruction 
following laparotomies. While it is true that we 
encounter many cases of intestinal obstruction 
occuring in all ages from birth to senility and 
from many causes ranging from abnormal- 
ities at birth to senile malignancies, by far 
the greater number ot cases of obstruction 
follow drainage cases of appendecitis and 
work done in the female pelvis. 

The earlier in life that a surgeon realizes 
how much insult the peritoneum will stand 
when the pathology has been removed, with- 
out the aid of a foreign body, the sooner will 
he be free from the nightmares and worries 
subsequent to most abdominal operations. It 
is in such cases that drainage is used more to 
the disadvantage than to the advantage of 
the patient. It is marvelous, in many in- 
stances, to note the smoothness of the con- 
valescence following the removal of path- 
ology in the abdomen without any provision 
for drainage, even in the removal of the gall 
bladder, though Lord Moynihan, the great- 
est living surgeon, maintains that on account 
of the occurence of fifteen per cent accessory 
cystic ducts in cholecystectomies, it is safer 
to put in a small wick drain. There are some 
cases following abdominal surgery in which 
provision for drainage should be made, such 
as uncontrollable hemorrhage and colon and 
gas bacillus infections, and if the latter is 
suspected, the abdominal wall should be left 
open to the peritoneum. However, the indis- 
criminate use of drainage tubes in the abdom- 
en works untold hardships on too many 


patients. We must realize that any foreign 


body in the abdomen causes a secretion and 
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irritation that primarily and secondarily is a 
source of trouble. 

As a prophylactic measure and to insure a 
smooth convalescence following abdominal 
surgery there is no greater means than the 
use of the duodenal tube employed either in- 
termittently or continuously. In cases that 
are bad or cases that we expect to be bad it 
is well to insert the tube before the patient 
awakes, by this means we lessen nausea and 
vomiting, ballooning of the stomach with gas 
and many symptoms that follow severe ab- 
dominal operations and thus guard against 
intestinal obstruction. 

There are so many causes of intestinal ob- 
struction and a great many of them so infre- 
quent that I will mention only a few that 
we are most likely to encounter. Other than 
obstruction following surgery which is the 
most likely factor, we have strangulated 
hernia, malignancy, intussusception, volvulus, 
mesenteric thrombosis and foreign bodies 
lodged in the canal. Intestinal obstruction 
caused by impaction of large gall stones, fecal 
impaction, hair ball and other foreign bodies 
are of rare occurence but are not to be for- 
gotten as a causative factor especially when 
the symptomatology is not so pronounced. 
Volvulus, fortunately for mankind, is of very 
rare occurence but on account of the danger 
of early circulatory disturbances and gan- 
grene early recognition and operation are 
most important. The same is true of mesen- 
teric thrombosis, only early recognition and 
operation without delay will prevent a 
catastrophe. External hernia with strangula- 
tion is the one form of intestinal obstruction 
about which we can be positive as to the 
diagnosis before opening the abdomen and in 
many cases in which we open the abdomen 
for other suspected conditions we encounter 
internal hernia obstructions. Intussusception, 
especially of the ileum into the cecum, is an 
occasional occurence and often confounded 
with acute appendicitis and only diagnosed 
by operation; the clinical symptoms and 
blood picture being identical with those of 
acute appendicitis. It is indeed unfortunate 
for the patient to have this condition diag- 
nosed as appendicitis as the death rate, treat- 
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ed nonsurgically would be one hundred per 
cent while that of appendicitis treated ex- 
pectantly would not be more than twenty- 
five per cent. 

The obstructions that we encounter on ac- 
count of malignancies are so insidious in 
their nature that they should be termed oc- 
clusions, for in reality that is the condition 
found at operation, the growth gradually 
closing the canal though it will eventually 
come to a complete obstruction. This form 
of obstruction must be handled in quite a 
reverse manner from acute obstruction from 
all of the other causative factors. It is in this 
type of obstruction that we must make haste 
slowly, we should have a barium x-ray ex- 
amination, both by mouth and enema, in 
order to determine what operative course, 
curative or palliative, to pursue. 

The early symptoms of acute intestinal ob- 
structions are pain, intermittent in character, 
vomiting, shock, accelerated pulse and normal 
or subnormal temperature. The later mani- 
festations are abdominal distention and obsti- 
pation. The diagnosis of intestinal obstruc- 
tion must be made with a very confusing 
array of signs and symptoms and with very 
uncertain methods of diagnosis yet it must 
be made promptly. There must be a care- 
ful history taking with especial reference to 
past surgery and similar attacks, there must 
be a physical examination sufficiently gen- 
eral to eliminate intercurrent diseases and to 
investigate all areas of the abdomen, all 
hernial openings, all rectal pathology and in 
women all pelvic pathology. A urinalysis and 
blood count should be made and blood taken 
for a clinical study though there is no justi- 
fication for delaying operation until this type 
of investigation can be concluded. The tend- 
ency to lose sight of the clinical aspects of 
the condition by laboratory methods should 
not obviate the necessity for speedy opera- 
tion in every instance of intestinal obstruc- 
tion. 

Relative to examination of the gastro- 
intestinal tract by x-ray in suspected acute 
intestinal obstruction it is well to bear in 
mind that no barium should be given by 
mouth but flat plate x-ray findings are valu- 
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able if too much time is not lost in the pro- 
cedure. This method is useful in showing the 
water and gas levels and the contour of the 
bowel. While this method is useful in a way, 
and helpful as a diagnostic measure early 
surgery should not be delayed by such pro- 
cedure. However, in middle-aged and elderly 
people, especially where the symptoms are 
not so urgent, the barium meal and enema 
x-ray findings are most valuable as a diag- 
nostic measure. 

To sum up the subjective and objective 
symptoms of acute intestinal obstruction with 
all of the various signs and symptoms of the 
various causes of the condition would take 
hours so I will only say that if we bear in 
mind the cardinal symptoms, pain, nausea, 
vomiting, gaseous distention and obstipation 
when confronted with a case of suspected in- 
testinal obstruction we will not go far afield 
in making a diagnosis of that condition. I 
do not know of any condition that internists 
and surgeons alike fear and loathe and in 
which they vacillate as they do in this condi- 
tion. 

I have nothing new to present in the treat- 
ment of intestinal obstruction but I simply 
call attention to the well known facts and 
emphasize some that I think important in im- 
proving surgical results in mechanical ob- 
struction of the bowel. There is no field in 
abdominal surgery that challenges our atten- 
tion more than this. Refinements in surgery 
of the appendix, gall bladder, stomach and 
pelvic organs may save four or five per cent 
more lives than now whereas in acute in- 
testinal obstruction an improvement of from 
twenty to fifty per cent in our results is pos- 
sible. 

In the treatment of acute intestinal ob- 
struction we must rely only on one means 
for a cure and that is surgery. At the present 
time it is estimated that we save from forty 
to seventy for each one hundred cases of ob- 
struction; we should save ninety. An appli- 
cation of our present knowledge of the path- 
ology, symptomatology and operative man- 
agement is all that is necessary to save ninety 
per cent of obstructed cases. Nowhere in sur- 
gery is the dictum, “An early operation by 
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a novice in surgery is safer than a late opera- 
tion by a master” more applicable. When its 
progress is proclaimed by severe colic like 
pains repeated every few minutes woe unto 
the patient and discredit to the physician 
when such pain is eased by a hypodermic of 
morphine for it delays operation many hours 
and obscures otherwise obvious signs. The 
same can be said of purgation only in a great- 
er degree as it does the patient more harm 
than morphine and puts more strain on an 
already weakened bowel. Abdominal pain 
when sufficiently severe to require a hypo- 
dermic of morphine generally demands that 
the patient be hospitalized at once and that 
means be taken to determine the cause of the 
pain, again a dictum should be applied, 
‘Brother stay thy hand” when it comes to 
the giving of morphine or purgation in acute 
intestinal obstruction. 


There is the same picture in early or late 
operation in cases of acute intestinal ob- 
struction as there is in many other surgical 
conditions of the abdomen, simple appendec- 
tomy or ruptured appendix, and simple chole- 
cystitis and obstructive jaundice from stones 
in the common and hepatic ducts. With the 
lights that we have before us we can de- 
termine when and how to keep our patients 
from getting into such dire calamity as noted 
by gangrenous appendix and common duct 
stones. By such lights and means of know- 
ing we should recognize intestinal obstruc- 
tion and by early operation encounter a mild 
instead of a severe and death dealing condi- 
tion. We have learned during recent years 
that gunshot wounds of the abdomen must be 
operated upon early, usually during the first 
twelve hours, to be successful, and the same 
ratio is almost true of acute intestinal ob- 
struction. If we are to be successful and 
save life operative procedure must be done 
within twenty-four hours. By far the great- 
er number of cases of acute intestinal ob- 
struction, especially those following surgery, 
are from bands of adhesions which need only 
cutting, that is, if early operation is done, but 
if delay has been long, the gut may be so 
impaired that resection must be done or else 
the distal and proximal ends of the bowels 
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be brought out of the wound with an an- 
astomosis at a later date. Enterostomy is 
advocated by some good men with excellent 
results, and many lives have been saved by 
such means but to my mind it is a blind pro- 
cedure and fraught with too much risk to 
be of much avail. However, here, as in many 
other instances, encountered in delayed sur- 
gery, a drowning man will grasp at a straw. 
There has been a great deal of work done 
along experimental lines and in the labora- 
tory to determine the cause of death from 
acute intestinal obstruction which has caused 
Holden, of Portland, to advocate freeing the 
obstruction and putting a glass tube into the 
bowel, a tempprary enterostomy, drawing 
the fluid from the obstructed bowel, then 
taking the tube out of the bowel, closing the 
opening and then closing the abdomen with- 
out drainage. He has achieved remarkable 
success with his cases thus treated and for 
many years his work has been very greatly 
commended. 

It is wise to take such steps, pre-operative- 
ly, as may be necessary to forestall shock 
such as blood transfusions, saline and glucose 
given intravenously, and invariably, glucose 
and saline, subcutaneously, during the opera- 
tion. In acute intestinal obstruction spinal 
anesthesia is the anesthesia par excellence. 
It affords perfect abdominal relaxation, facil- 
itating the ease and rapidity of relieving the 
obstruction. We must always bear in mind 
that a patient with acute intestinal obstruc- 
tion is seriously ill and should have adequate 
and quick work. The experienced surgeon is 
content to save life even though he must re- 
turn later to finish his work. It is the tyro 
who must complete the operation even though 
he lose the patient. 

If the general rule in surgery which is: 
eliminate non-surgical conditions and then 
operate at once, is adhered to strictly in 
cases of acute intestinal obstruction many 
lives will be saved. Faith in medical treat- 
ment for strictly surgical conditions is a de- 
praved and baseless faith which can termin- 
ate only in disaster. It is my conviction that 
we lose too much valuable time in making a 
diagnosis and then in opening the abdomen 
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in suspected cases of intestinal obstruction. 
If nothing is found, at least no great harm 
has been done and the medical treatment can 
be continued. I know that I have never had 
a case to succumb as a result of an early, ex- 
ploratory laparotomy but on the other hand 
I have lost’ some as a result of not opening 
the abdomen before the door of hope was 
closed to the patient. 
DISCUSSION 

Dr. J. W. Barksdale (Jackson): I am sure that 
this is a very timely paper and should receive much 
serious consideration at the hands of this Asso- 
ciation. There are some papers that should be 
read almost once a year, and a paper on intestinal 
obstruction is one of them, I think it is a condition 
that is so commonly encountered and is so often 
over-looked, at least for a day or two, that it is 
wise to bring matters that commonly occur in our 
practice frequently to the attention of both the 
surgeon and the practioner of medicine. 

I was very forcibly impressed with some parts 
of the doctor’s paper. He said it is a wise surgeon 
who will do a life saving procedure and go back 
at some later date and finish his work. It has 
been my motto that he who fights and runs away 
will live to fight another day. 


I want to call attention to pain—persistent pain 
—as an indication for surgical procedure in gen- 
eral and more particularly as supplied to acute 
intestinal obstruction. A number of years ago I 
read before the Southern Medical Association a 
paper on persistent pain as an indication per se 
for operation in cases of acute abdominal inflamma- 
tory troubles. I do not know that that was the 
first paper that was ever read on that subject 
stressing this one symptom, but he who waits for 
the refinements and niceties of diagnosis when ex- 
ploration of the abdominal cavity is urgently in- 
dicated is doing what Dr. Payne said, he is throw- 
ing away much valuable time that may result in 
the loss of the patient if this delay is to long con- 
tinue. 


Many experimental studies have been conducted 
as to the cause of death in acute intestinal ob- 
struction. Notable among these experiments were 
those by Dr. Harvey Stone at Johns Hopkins, and 
I think we are all of one opinion that it is the 
toxins of these conditions, particularly toxic sub- 
stances under pressure which when absorbed pro- 
duce death with greater or less rapidity. Now, if 
you open up, if you relieve the obstruction and per- 
mit this highly toxic material to find its way in- 
to the healthy bowel it will absorb like a dry 
sponge. That absorption is going to be very rapid. 
t am a believer in enterostomy in practically 
all cases of intestinal obstruction. It is the simpl- 
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est thing that you can do toward relieving the ob- 
struction. It is surprising in what a large number 
cf cases the cause of the obstruction wherever it 
may be will relieve itself in the course of a few 
weeks or months after this primary procedure is 
done. It is with but slight risk to the patient that 
the operation is done, and the highly toxic material 
escapes through a bowel that is not absorbing to 
any great degree. Now, I make two sharp lines 
of distinction between mechanical and other ob- 
structions, whatever the cause of the mechanical 
obstruction may be. In a dynamic obstruction I 
do not think pain is a prominent factor in the case. 
I think that adynamia is the result of peritonitis 
and that the peritonitis is the thing you have to 
combat, the other being part and parcel of a dis- 
tinct medical entity, and not the most alarming 
one. If allowed to go on for a sufficient length of 
time the obstruction per se may be the cause of 
death. In mechanical obstruction as in the case 
of every acute inflammatory condition in the ab- 
domen, pain is the first and, to me, the most im- 
portant symptom, and any persistent pain—and by 
persistent pain I mean a pain that stays for sev- 
eral hours, in which you can exclude the colics, is 
sufficient reason to open the abdomen. I do not 
think that is radicalism, for when you get in you 
find you are justified. But persistent abdominal 
pain is in itself an indication for exploration of 
the abdomen. You may make a diagnosis of in- 
testinal obstruction or whatever occurs to you as 
the diagnosis, but if you are not correct, you will 
find something else that will have justified the 
laparotomy. I am not attempting to minimize the 
making of a correct diagnosis before exploration, 
but as Dr. Payne says, if you are encountering in- 
testinal obstruction you are dealing with a condi- 
tion that does not permit of any considerable 
amount of delay, and delay on your part may mean 
the life of the patient. If there is the slightest 
doubt that these patients have other forms of 
acute inflammatory trouble that leads us into a 
large field of discussion which I am not going to 
enter here, because my views as well as those of 
a great many of you are at variance as to what 
constitutes an absolute indication for abdominal 
operation. I believe in operating on the acute gall 
bladder. A great many do not. Sixty-four per 
cent of a given number of men believe in operat- 
ing within the first twenty- four hours after the 
inception of the attack and other men that you 
ought to wait. I for one, and I want this distinctly 
understood by a great many of my friends here 
who have taken issue with me in the past, I be- 
lieve in operating within the first twenty-four or 
forty-eight hours after the beginning of inflamma- 
tory conditions in the tube, and those of you 
gentlemen who see the tremendous amount of de- 
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struction that can be brought about by delay in 
cases of this sort should agree. At least 30 per 
cent of the entire number of admissions of women 
to the local charity hospital are due to inflamma- 
tory trouble in the tubes. That is getting a little 
bit afield so you may differ with me, but for me, I 
have one great danger sign and that is that any 
persistent abdominal pain that lasts over four or 
five hours means an abdominal exploration with 
me, 

Dr. F. M. Acree (Greenville): Dr. Payne has 
told you, in his discussion of intestinal obstruction, 
of the importance of its early diagnosis and opera- 
tion. I shall not attempt to add anything to Dr. 
Payne’s paper for he has covered the subject well. 
I wish merely to stress again the importance of its 
early diagnosis and early operation. 

Mclver, writing in the December, 1932, Archives 
of Surgery on “Acute Intestinal Obstruction,” says 
that “‘there are three salient factors that affect the 
mortality”—and names as the first factor “the lapse 
of time between the onset of the obstruction and 
the operation.” 

Early diagnosis and operation is important in 
any age of life. One has only to review the litera- 
ture to bring out this fact. In the 1929 Year Book 
of Pediatrics, E. Edberg, writing on “Intestinal Ob- 
struction in Infants,” states that “early diagnosis 
is essential and surgery is indicated from the out- 
set.” Owen H. Wasteen, in “Radiology” for July 
1931, writing on “Intestinal Obstruction,” calls at- 
tention to the high mortality in patients operated 
on for intestinal obstruction and states that “this 
is due in large measure to late diagnosis”. It is 
as true in old age as in infancy and middle life. 
Nasher, in his text book on geriatrics states in his 
discussion on intestinal obstruction 
relieved is rapidly fatal.” 


Dr. John Paul North, September, 1929, Interna- 
tional Clinics has very graphically and forcefully 
brought out in results of delayed diagnosis and 
operation in this condition. He says, “Acute in- 
testinal obstruction occupies a prominent place in 
the current clinical literature largely because of its 
high mortality rate. This is variously placed at 
from 25 to 50 per cent. A compilation of some 
series recently reported from the larger clinics 
gives a figure of 29.2 per cent in a composite group 
of 1,635 cases. This is sufficiently grave to chal- 
lenge attention, particularly since it is far in ex- 
cess of the inherent mortality of the disease, when 
properly diagnosed and managed. At the moment 
the single means at our disposal for remedying 
this alarming and humiliating situation is earlier 
diagnosis and operation. The consequences of de- 
lay are most surprisingly shown by a chart illu- 
strating the ‘mortality of delay.’ Two hundred cases 
are reported. If the duration of the time between 
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obstruction and operation is under 6 hours the 
mortality rate was 9 per cent, from 7 to 12 hours, 
17 per cent; 13 to 24 hours, 23.2 per cent; 25 to 
48 hours, 23.3 per cent; 49 to 72 hours, 48 per cent, 
and over 72 hours, 59.4 per cent. Who is re- 
sponsible for the tardy arrival of the patient at the 
operating table? Either indifference on the part 
of the patient in presenting himself to the attend- 
ing physician, or a late diagnosis by the latter must 
account for the misspent hours. Indifference re- 
sults from ignorance and can only be corrected by 
such enlightenment as is already being undertaken 
with regard to cancer and acute appendicitis. Late 
diagnosis is in some measure due to the teach- 
ings of the standard text books on the subject. 
Emphasis has been laid upon late rather than 
early symptomatology; the picture of terminal 
toxemia is given rather than that of obstruction.” 

Dr. J. Gould Gardner (Columbia): I wish to 
compliment Dr. Payne on his fine paper. This sub- 
ject is always interesting to the surgeon and it is 
well to keep the important facts well in mind at 
all times. 


Those of you who have read the articles in the 
American Journal of Surgery during the past year 
would recall what splendid information was con- 
tained in these. I am not going to take up the 
diagnosis. We know that in babies the obstruc- 
tions are usually due to congenital deformities or 
mechanical happenings; in young people it is 
usually due to infection—usually on the right side 
in the region of the appendix; and in old patients 
it is usually on the left side, produced by a 
growth. 

I would like to stress the importance of the pro- 
per preparation of these patients. Usually they are 
rushed into the hospital as physical wrecks suffer- 
ing from shock, dehydrated from vomiting, the 
serious loss of fluids and necessary body salts. It 
is not right to rush these patients immediately into 
the operating room. It is time well spent to put 
these patients to bed, apply external heat if neces- 
sary, and give them say 1000 c.c. of '5 per cent 
solution of glucose in sterile water to which is 
added 20 c.c. of buffer solution. Ten to twenty 
units of insulin may be added to the solution. The 
proper buffering of your solution is important if 
you are to get the best results. 

For a number of years I have been advocating 
the use of spinal anesthesia in cases of intestinal 
obstruction. All of us who have operated upon 
these cases with a general anesthesia and have 
had the bowels come out and almost strike us in 
the face can appreciate the wonderful advantages 
of spinal anesthesia. The bowel completely col- 
lapses with complete relaxation of all muscles in 
the abdomen. In intestinal obstructions it is the 
anesthetic par excellence. 
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There is just one thing I wish to say about drain- 
age—for sometime we have used a glass tube bent 
at an angle of 45 degrees with a slight bulb at each 
end to permit of easy attachment of the bowel to 
the proximal end and a rubber tube to the disal 
end connected to a bottle. A glass tube does not 
kink; the angle permits it to lie flat on the ab- 
dominal wall or on the dressing; it is large enough 
to permit of free drainage of even large plugs; and 
it is easy to remove. 

Dr. M. @. Ewing (Amory): 
paper very much. I am impressed with several 
things. If there is anything a surgeon should have 
a decided opinion upon, it is intestinal obstruction 
—mechanical obstruction, and I want to emphasize 
some things that were said. I want to particularly 
emphasize the rule laid down by Dr. Barksdale 
that persistent, unrelieved abdominal pain that has 
lasted six hours is a direct indication for opening 
the abdomen whether you have made a diagnosis 
or not. 


I enjoyed Dr. Payne’s 


The next thing I would like to mention is this 
question of enterostomy in acute intestinal obstruc- 
tion. I believe enterostomy should be done on all 
cases of late obstruction—all cases, and enterosto- 
my can be done with an almost infant sized cathe- 
ter, because the contents of the small intestine 
are almost liquid, and if a Witzel enterostomy is 
done you will never have to close one afterwards. 

The next thing I wish to mention in relation to 
enterostomy is do it in late obstructions regardless 
of the condition; don’t attempt to relieve your 
obstruction if it is too late—simply do your en- 
terostomy because I belive, like Dr. Barksdale 
does, that the contents above the obstruction are 
highly toxic and will be absorbed just like a sponge 
by the bowel below. If it is late leave it alone; if 
it is early relieve your obstruction, and I do be. 
lieve every surgeon should have a very decided 
opinion about what to do in intestinal obstruction. 
The worry about what to do should never come 
up. The pain after six hours is an absolute indi- 
cation for opening the abdomen. 


Dr. F. W. Smythe (Memphis): Many years ago, 
before I was a medical student, with my late father, 
I visited the clinic of Dr. John B. Murphy. During 
this clinic a visiting physician asked Dr. Murphy 
what did he consider the greatest mistake in sur- 
gery, and Dr. Murphy answered, “procrastination.” 
That word has always impressed me and it is ap- 
plicable certainly to these cases of intestinal ob- 
struction. For it is certain that a case with an 
acute mechanical obstruction is doomed without 
surgery. He has no chance without operation and 
each hour’s delay decreases what chance he may 
have. 

I was glad to hear Dr. Barksdale mention pain. 
I too, give it much consideration, however, not quite 
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so much as the doctor. I lean more to Lord Moyni- 
han’s teachings. He says that in a patient with an 
abdominal lesion there are three important symp- 
toms—persistent pain, persistent nausea and per. 
sistent rigidity, and insists that any two of these 
symptoms warrant an exploratory. 

I use x-ray frequently in these acute cases, usual- 
ly only the flat plate. Frequently a characteristic 
finding results, often this study lets one more def- 
initely locate the point of obstruction and allows 
him to make his surgical approach accordingly. At 
times barium enemata are indicated. I do not think 
barium should be given by mouth. 


Whenever the patient’s condition admits, I ex- 
plore to ascertain the cause of the obstruction. In 
some cases it may not be proper to directly attack 
the cause at that time, and an enterostomy will 
tide the patient over in an emergency. However, 
there are cases, such as internal strangulated 
hernias and other cases with gangrenous intestine, 
in which enterostomy alone will not take care of 
the emergency. In these cases it is necessary to 
relieve the strangulated bowel and to remove any 
portion of the gut which is gangrenous. In such 
cases it is not often advisable after resection to 
do the anastomosis at once, however, the ends of 
the intestine can be brought to the outside and 
this accomplishes the aim of the operation, namely, 
drainage from the bowel. If drainage is accomp- 
lished it makes no difference whether it is on the 
outside or it progresses normally through an an- 
astomosis. 

In cases of obstructions lasting some hours and 
the cause is relieved and the peristaltic waves do 
not progress beyond the obstructive point, an en- 
terostomy should be done above this point. For 
often, even if the color of the intestine is good and 
the blood supply is satisfactory, there is an im- 
paired nerve supply and until the nerve tone has 
been restored, no peristalsis crosses the obstruc- 
tive point and some cases without enterostomy will 
die from paralytic ileus. 

The anesthetic of choice in a vast majority of 
these cases is spinal. It minimizes the trauma and 
practically prevents evisceration. 

And finally, may I state that with an acute ab- 
dominal emergency, one should not wait to learn 
tut look to see. 

Dr. D. T. Brock (McComb): I want to stress 
two points brought out by Dr. Gardner’s discussion 
of this splendid paper. We know that the immedi- 
ate seriousness of intestinal obstruction is not so 
much the mechanical obstruction itself as it is the 
severe intestinal toxemia with absorption of toxins 
and the marked and progressive alteration in the 
chemistry of our blood and body tissues—a marked 
Gisturbance of the acid-base equilibrium, chlorides 
decreased and dehydration serum. I do not believe 
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that these patients should be rushed on the operat- 
ing table without first being prepared as brought 
out by Dr. Gardner. Frequently you will have 
cases that when you give your glucose and especial- 
ly your hypodermic saline solutions you will get 
relief from what you had thought was an organic 
obstruction. Especially will you see this happen 
often in post-operative paralytic obstructions. If 
these cases have had an ether anesthetic they 
naturally have an acidosis to begin with. 

The other point that I want to stress is the 
choice of spinal anesthesia in these obstructions. 
It has been my happy experience in a few cases to 
have my obstruction relieved on the operating table 
afier giving a spinal anesthesia and waiting a few 
minutes before starting operation. On the theory 
that the intestinal toxemia and altered blood 
changes cause stimulation of your sympathetic 
inhibitory nerves of your bowel and are responsible 
for the obstruction, a sphanchnic or spinal anesthe- 
tic will block this stimulation and frequently your 
bowel empties without your exploratory operation 
or your enterostomy. 


Dr. G. A. Hendon (Louisville, Ky.): This subject 
of acute intestinal obstruction is perhaps the most 
vital one that presents itself to the medical pro- 
fession today. The reason I say that is because 
of the fact that a cross-section of the mortality 
statistics from all over the country still shows a 
50 per cent mortality rate and the same mortality 
persisted fifty years ago. Of course, there are 
clinics and groups and certain hospitals in which 
this high rate of mortality does not persist, but 
taking it by and large, and taking the cases as they 
come, that is the prevailing work-out. 

That proves that somebody is going wrong some- 
where. I believe there are two reasons for it. I be- 
lieve that one is the fact that the patient or his 
attending physisian waits too long to have the 
operation done, and I believe the other reason is 
that the surgeon attempts to do too much after he 
gets into the belly. The most irresistible impulse 
that any surgeon can ever feel permeate his being 
is that which urges him to do a complete classical 
operation and I think in an intestinal obstruction 
he, thereby, sacrifices his patient. I have been very 
much interested because it has fallen to my lot 
as professor in the University of Louisville to teach 
this subject. I have come to the conclusion that 
the statement I am going to make may sound 
radical, but I am more and more convinced of its 
truthfulness as time goes on and that is that in 
any condition where abdominal pain, nausea and 
absence of diarrhea prevail, one has ample justifi- 
cation for opening the abdomen. Those symptoms 
classify the condition as a surgical one—pain, 
nausea and the absence of diarrhea. 

It is a pretty well settled fact that those three 
symptoms that I have named indicate an involve- 
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ment of the serous coat of the intestinal tract, 
while pain, nausea and diarrhea will indicate an 
involvement of the mucous coat of the intestinal 
tract, which places it in the domain of medicine. 
Another very radical statement and perhaps ex. 
aggerated, that I have found to be truer the longer 
I live, is that under no circumstances anywhere, at 
any time give anybody a purgative that has any 
pain in their abdomen. I do not believe that there 
is any more vicious doctrine ever taught than fhat 
which supports the theory that a pain in the ab- 
domen is due to some foreign irritating matter that 
can be washed out by the administration of a 
purgative. I do not subscribe to that doctrine at 
all. 

In regard to the delay, Dr. Acree presented some 
very interesting figures, but if one will cast up an 
average of all the calculations he presented he will 
come to the conclusion that each hour’s delay means 
one per cent increase in mortality—that patients 
who have been sick from intestinal obstruction 
one hour before operation will have a one per cent 
mortality and so on. I operated once on a patient 
that had been obstructed 112 hours and I got 112 
per cent mortality. 

Another important point that has been brought 
very forcibly to my mind is that one should never 
employ over five minutes in searching for the site 
of the obstruction. When one opens an abdomen 
he can quickly sweep his finger around where ob- 
struction prevails—the hernial regions, the appen- 
dix region, the sites of previous abdominal opera- 
tions, and the sigmoid. The latter is where ob- 
struction occurs from malignancy. If you wish to 
read the bowel, reach down in the pelvis, pick up 
the collapsed portion. It is much easier to trace 
the collapsed bowel than the distented portion. 

If this obstruction has proceeded for as much as 
18 hours, then I believe that your chances will be 
very much better if you do enterostomy and 
wait for conditions to become improved before re- 
leasing the obstruction. It is a very important 
consideration as to how you do the enterostomy. 
I have had the privilege of contributing an opera- 
tion that was presented to you by one of the speak- 
ers, and I find it so far superior to the Witzel that 
I have even forgotten there was a Witzel. If you 
will think for a moment you will see that if per- 
forming a Witzel operation you are violating one 
fundamental mechanical law, and that is if you at- 
tack two substances of unequal density, the one 
of least density will always yield under strain. In 
doing a Witzel operation, one has to climb up the 
tube by sewing successive folds of intestine to the 
tube and the bowel under these circumstances is 
very much disintegrated, and when you introduce 
the needle to pass the sutures, you are liable to 
tear the gut. My operation consists in inserting a 
Pezzer catheter through a small opening in the gut 
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and throwing a purse string suture around the 
stem. I believe it was objected to on the ground 
that it was hard to remove. It does not have to 
be removed. When convalescence is established 
all you have to do is to draw your catheter up as 
far as you can and cut it off, flush with the ab- 
dominal wall and let it drop into the intestinal 
canal. I have done that repeatedly, and never had 
any occasion to regret it. It never has produced 
any obstruction. You will find a more adequate 
description of that procedure in Dr. Rankin’s new 
book which I noticed on sale in the lobby. 

Now in regard to the administration of morphine. 
I have always regarded pain as ‘a witness, and 
after the witness has testified he may be excused 
and go on his way. He doesn’t need to stay around 
in the court house. All I want to find out is did 
this patient have pain? Therefore, I am not at all 
averse to relieving my patient with an adequate 
and sufficient amount of morphine. The only 
special preparation that we use in advance of the 
operation is gastric lavage which is of vital im- 
portance because these patients will often vomit 
and drown themselves in their own secretions while 
on the operating table. 


In regard to glucose and saline solution, I believe 
the most essential element in the relief of your 
patient is to introduce these substances into the 
circulation at the physiological rate of delivery— 
that is, to let them go into the circulation at the 
same rate that they are taken up and distributed, 
and we have found after a careful study that the 
maximum rate is about 200 c.c. an hour, or about 
3 c.c. a minute and if you will observe that rule, 
you do not have reactions, you do not have diffi- 
culty in the metabolism of the solutions. For that 
purpose I have made and developed a cannula and 
an apparatus which delivers the glucose at what- 
ever rate you desire. The process should be start_ 
ed before you begin your operation and it will sus- 
tain your patient during the operation and can con- 
tinue thereafter for a week or two weeks if you 
so desire. 

One more word in regard to the symptoms. The 
symptoms that are given to us in the text books 
are not the symptoms of intestinal obstruction. 
They are the signs of impending dissolution. They 
are the signs that the patient is going to die. It is 
certainly not within the range of wisdom or good 
judgement to withold diagnosis until all the symp- 
toms possible are developed. Just one thought that 
I would like to leave with you, and that is this. The 
only hand that paints a perfect picture of pathology 
is the hand of death. 

Dr. W. H. Parsons (Vicksburg): A few years ago 
in conversation with Dr. Hendon, I became interest- 
ed in his method of managing cases of intestinal 
obstruction, and on a great many occasions since, 
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I have been impressed in visiting different hospi- 
tals to note that in a large majority of instances 
these two simple maneuvers adopted by Dr. Hendon 
have not been employed. 


The method suggested of doing an enterostomy 
is exceedingly simple and in my experience has 
been invariably satisfactory. At first I had some 
difficulty in removing the catheter and was rather 
averse to cutting it off flush with the abdominal 
wall. More recently I have however, on a good 
many occasions, followed the suggestion of Dr. 
Hendon and in no instance have undesirable se- 
quellae resulted. 


The intravenous drip suggested is equally satis_ 
factory. I have employed this method of admin- 
istering fluid in a fairly large number of cases. It 
eliminates the necessity of repeatedly annoying 
the patient by administration of multiple infusions. 
It enables the fluid to be administered at the proper 
temperature and what is vastly more important 
the proper rate of intake is guaranteed. Our ex- 
perience at the Vicksburg Hospital has been that 
the drip will not function on an average more than 
five or six days, the vein then becomes thrombosed 
and if intravenous therapy is indicated for a longer 
space of time the cannula must be removed and 
replaced in a different vessel. 


A study of any series of cases will promptly 
demonstrate, as the essayist and those who have 
discussed this paper have indicated, that the essen- 
tial in the reduction of mortality from intestinal 
obstruction is that there shall not be delay in es- 
tablishing the diagnosis and instituting proper 
treatment. Four years ago Dr. Hendon contributed 
rather extensively to the literature pertaining to 
this subject and he reiterates now that pain and 
nausea, in the absence of diarrhea, mean almost 
invariably a surgical lesion. That has likewise 
been our experience. 


Finally then, I would say that if a patient suffer- 
ing with intestinal obstruction is so fortunate as 
to have the condition recognized early and intelli. 
gent, conservative surgery performed, with due at- 
tention post-operatively to the maintenance of body 
heat and with adequate attention to the blood 
chemistry, recovery is to be expected. Certain 
technical maneuvers previously discussed are, 
however, of value. 


Dr. Payne (closing): I thank the gentlemen very 
much for their free and adequate discussion of my 
paper. I do not think there is any thing in sur- 
gery that demands any quicker attention than an 
acute intestinal obstruction. 

I wish to say, relative to spinal anesthesia, that 
we have been doing spinal anesthesia for a good 
many years. I would sound a note of warning, 
however, against depending on spinal anesthesia in 
any operation that would possibly extend over thirty 








286 Jones—Cancer 


minutes, and even then to always have other means 
of anesthesia at hard. In a case of intestinak ob- 
struction that we had last week the spinal anes- 
thesia did not work, and had it not been for ethy- 
lene which could be used very promptly, at that 
time, we would have gotten into trouble. It may 
be, possibly, that we have not gotten the spinal 
anesthesia down to the 100 per cent efficiency 
that some of the men have, but I do want to sound 
the note of warning, not to depend entirely on 
spinal anesthesia under any condition, and es- 
pecially in those operations that will Iast more than 
thirty minutes. 

I was glad that Dr. Hendon gave me the oppor- 
tunity to say something relative to morphine. I 
feel toward that just as he does, that if you have a 
patient in the hospital and ready to go to the 
operating room, it would be criminal to withhold 
morphine at that time, but how many of those cases 
are delayed beyond the six hour limit after you 
have administered a dose of morphine? 

I believe that in conditions of malignancy we find, 
as I stressed in my paper, those cases of gradual 
occlusion of the bowel. I think that in a great 
many instances we have the enema deceive us as 
to the movement of the bowel; that we get feces 
from the bowel below the obstruction and we are 
put under a false light by that evidence. Possibly, 
if we had given that enema ourselves instead of 
trusting it to someone else, we might not have 
been thrown off our guard. 


I believe that enterostomy has saved a great 
many lives; on the other hand, I am sure that where 
there are multiple obstructions, they can not be 
relieved by it. Of course if there is only one site 
of obstruction then that can be taken care of with 
an enterostomy. In regard to enterostomy as ad- 
vocated by Holden, we recently had a case of acute 
intestinal obstruction that had been treated for 
forty_eight hours with salines by mouth, pituitary 
extract, etc. After the abdomen was open, while 
manipulating the bowel, on account of the severe 
distention the bowel burst thus emptying out the 
bowel contents. We simply closed the opening in 
the bowel, closed the abdomen with provision for 
drainage as the peritoneum had been contaminat- 
ed. The woman made an uneventful recovery. 
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Baton Rouce, La. 
Forty years of surgery! Fifteen years of 
radium! Twenty years of organized edu- 
cational effort on the part of the American 
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Society for the Control of Cancer! Hours 
upon hours of untiring study and work and 
thought and experimentation in countless 
laboratories by numberless scientists! <A 
yearly expenditure by one organization of a 
hundred thousand dollars! Every medical 
publication coming from the press contains 
one or more articles on Cancer! Indeed, 
almost daily, some reference is made in the 
lay press regarding it! Is there one other 
single subject in the whole universe, thought 
of, talked of, written of, by scientists and 
laymen half as much! And well it might 
be, for in spite of all, cancer continues to 
take its annual toll in North America of 
150,000 lives. A city five times the popula- 
tion of our beloved Baton Rouge is wiped 
from the face of the continent year after 
year. What an indictment! Cancer is as 
old as time, yet during the past thirty years 
there has been an actual increase of more 
than fifty per cent. 


With its insatiable demands, unceasingly, 
increasingly it continues with its unappeased 
hunger to register its ravages. We are told 
by a distinguished authority that he has 
traveled all the countries of the earth and 
studied all its tribes and peoples, and he has 
never seen one case of cancer in a vegetable 
—or fruit-eating people. Another world- 
renowned scientist tells us that if we elimi- 
nate meats and white breads from our diet 
and take a daily dose of mineral oil we will 
not have cancer. Still another luminary 
states that he has never known a case of 
cancer of the gastro-intestinal tract in a 
person who had sound teeth and a clean 
mouth. With these facts before us, let us 
take stock and see what we have really 
learned about cancer that is actually worth- 


while. 


When you ask what is really known of 
cancer, the answer comes: 


1. It is a process of cell-division—that 
much is certain. 


2. It may be microbic, or it may be 
physiochemical in origin. Surely, its course 
is affected by certain chemicals. 


3. It is probably influenced by heredity. 
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4. It begins usually from some chronic 
irritation. 

5. It is not communicable. 

6. It is most frequent in the fifth decade. 

7. It progresses more rapidly in the 
young—slower in the aged. 

8. It is on the increase. 

9. Pain is not an early symptom, but 
comes late. 

10. It is curable, while yet local, by surg- 
ery, radium and roentgenray, or a combina- 
tion of the three. 

Compared to the results of study and in- 
vestigation of the other great scourges with 
which man is affected, it would seem that 
we have failed. When we have arrived at 
the actual, positive, definite cause of cancer, 
we may hope for a satisfactory treatment, 
but, until then, we must strive to accomplish 
what we can with our present inadequate 
methods, remembering that, as the case now 
stands, prevention and early diagnosis stand 
out pre-eminently as offering the greatest 
possibilities for good. 

GASTRIC CANCER 

The most frequent type of cancer met with 
is cancer of the stomach. It is not possible 
to secure exact figures because our only 
available source of information is the Re- 
ports on Mortality Statistics of the United 
States Bureau of Census, and, unfortunately, 
they classify stomach and liver cancer to- 
gether. It is probable, however, that gastric 
cancer represents about one-third (Virchow) 
of all cancers in the body. It must be re- 
membered at the outset, that if anything 
is to be accomplished in the treament 
of cancer, it is essential to begin while 
the trouble is local and confined to 
one circumscribed, localized area. Further- 
more, it must be borne in mind that pain 
is not an early symptom and a diagnosis 
must be made before the stage of pain is 
reached, for the disease has then very prob- 
ably metastasized, and, of course, it is too 
late to do more than palliate. The early 
diagnosis of gastric cancer rests with the 
family doctor or general practitioner. When 
a patient in the fifth decade applies for treat- 
ment for a digestive disorder and the usual 
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remedies fail to give prompt and complete 
relief, he should not procrastinate or take 
an attitude of indifference toward him, but 
he should know that the responsibility is his, 
and his alone, and he should refer the case 
at once for complete and thorough study by 
laboratory and roentgenray, for, after all, 
the roentgenogram must make the diagnosis. 
Of course, it is expensive and probably 
troublesome, entailing a lot of work and 
study, but when you realize that the most 
frequent of all cancers is gastric, and that 
your patient has failed to get relief of an 
apparently minor ailment by the usual 
methods, it is clearly the duty of the at- 
tending physician to point out the dangers 
and insist upon thoroughness of investiga- 
tion. Of course, once the diagnosis is made, 
the case becomes purely surgical, and the 
only hope lies in early radical operation. 
CANCER OF THE COLON 

When I graduated in medicine one of my 
friends of the Tulane Faculty invited me to 
his home to give me a post-graduate even- 
ing of practical advice. This good man will 
never know how many times I have thanked 
him for that—to me—“invaluable evening.” 
The sum and substance of his talk to me was 
to be thorough in the examination of every 
case I had the privilege to see. He told me 
with emphasis that if it was inconvenient or 
impossible to be thorough with the exami- 
nation, not to undertake to treat the case at 
all, but to decline it. It is said (Goldbacher) 
that 95 per cent of all cancers of the colon 
can be felt with the index finger. A man in 
the cancer age consults you for trouble 
which you decide is in his colon. How 
simple and easy it is to slip on a glove and 
make sure, at least 95 per cent sure. And 
yet how often do we fail to do it because of 
hurry or because there isn’t a glove at hand? 
Again, if your efforts are to be rewarded you 
must not withhold a diagnosis until he is 
passing blood and mucus, accompanied by 
painful stool and with symptoms of partial 
obstruction. It is too late then! The early 
and valuable symptoms of cancer of the 
colon are mainly gleaned from the history 
he gives you. He comes with the story that 
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for thirty years he has enjoyed a perfect 
bowel habit, but for the past few weeks he 
has been upset. He has taken laxatives and 
tried all manner of diets and played golf 
and worked in the gymnasium and, for some 
reason, not re-establish his former 
regular movement. No loss of weight or 
appetite; no pain; no blood or mucus. No 
symptoms whatever, except a recent inex- 
plainable interruption of his bowel habit. 
The responsibility here is grave. You have 
a right to make a few suggestions and pre- 
scribe the usual remedies, but these failing 
to properly and promptly correct the trouble, 
the responsibility is yours to get him to the 
roentgenray and proctoscope and laboratory. 
There is yet ample time to rescue him. 
“Watchful waiting” will not save him. Here, 
again, when you have made your diagnosis 


he can 


it becomes a surgical affair. 

Cancer of the skin, face, tongue, mouth, 
bladder, and prostate should be so easy of 
recognition that it is unpardonable for any 
one of them to become so advanced as to be 
hopeless. In each of these conditions the 
proper application of sufficient radium by 
an experienced physician is probably the 
preferable form of treatment. 

CANCER OF THE BREAST 

Twenty-five per cent of all cancers ap- 
pear in the female breast. The normal 
position of the breasts with 
the simplicity of inspection and the ease of 
palpation would seem to preclude the possi- 
bility of the development of a fatal condition. 
Yet, the facts are that one out of every four 
cancers is situated in the female breasts. 
To me it is perfectly inexcusable and can be 
explained only in three ways. 


anatomic 


Remember always that in its incipiency 
it is purely a local and, therefore, a perfectly 
curable condition. To a considerable pro- 
portion of this twenty-five per cent of can- 
cers must be charged simple ignorance. 
Notwithstanding the tremendous effort on 
the part of the profession, the American 
Society for the Control of Cancer and a large 
number of independent workers interested 
in the cause, as well as educators writing in 
the lay press, hoping to inform the public, 
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there still remains a great number of people 
uninformed on the danger signals. Second, 
it is thought, purely from modesty, a large 
number of women, well informed on the 
subject, carry their secret, realizing the 
whole time what the danger is, but hesitating 
to seek aid and advice. Lastly, and I blush 
to say it, a surprisingly large number of 
breast cancers develop and even metastasize 
in patients who have consulted doctors and 
are told that, at present, the tumor is benign 
but must be “carefully watched.” 

Just what is meant by “carefully watched,” 
I ask you. Very recently I have seen a 
patient who lived in a large city and who 
consulted a doctor said to be prominent in 
the profession, and was told that there un- 
doubtedly was a breast tumor, and “it must 
be watched.” She called upon him at in- 
tervals for two years, then he referred her 
for operation. She then had a type II car- 
cinoma and had a radical operation. A 
simple mammectomy when he first saw her 
would have saved her life. Just how it 
benefits the patient for her and the doctor 
to “watch” a benign tumor for several years 
and allow it to become malignant, is a pro- 
cedure I must confess is beyond my under- 
standing. You might as well say to a 
patient; “Yes, you have acute appendicitis, 
but we must watch it carefully, and as soon 
as it ruptures and you develop peritonitis, 
we will call a surgeon.” 

It is important, important, for 
people to know that you do not have to be 
old to develop cancer. It is common in the 
fourth decade, not infrequent in the third 
and may be seen too often in children. Of 
course, it is met with oftenest in the fifth 
decade, but all too often it is found earlier. 
It is almost equally common in the married 
and the unmarried, the sterile and the fruit- 
ful. Heredity is not important. Just be- 
cause there have been cases of cancer in the 
family does not mean that you must have it. 
On the other hand if you are fortunate 
enough to be able to boast a cancer-free 
history, it is no guarantee that you will not 
have it. There is a history of heredity in 
about twenty-five per cent of those affected, 


vitally 
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and, while this may be disquieting, it is in- 
sufficient to alarm, yet of course, those with 
such a history should be stimulated to great- 
er watchfulness. Blows, injuries, trauma 
from various causes may lay the foundation 
for trouble, but I think most often they di- 
rect attention to a pre-existing but unnoticed 
It is claimed that cancer of the 
breast has never been observed in a patient 
who passed through lactation normally. 
The study recently of ten thousand breast 
cancers certainly gave me a tremendous help 
and straightened me out on a subject which 
had, for a long time, been a nightmare; the 
question of chronic mastitis. The analysis 
showed that carcinoma was not as frequent 
in cases giving a history of chronic mastitis 


condition. 


as in those which did not have it. 

What is the duty of the doctor in prevent- 
ing breast cancer? First of all the medical 
man, the internist, the family doctor should 
not presume to pass on the question. His 
course is simple—advise her to consult a 
competent surgeon. When he does this his 
responsibility ceases, for he has done his 
patient a genuine service. To advise her to 
“carefully watch” leads to but one result— 
tragedy. Every and any breast pathology 
should be referred to the surgeon and the 
responsibility placed upon him. No doctor, 
whether he be surgeon or not, should assume 
the responsibility of dealing with pathology 
in the breast unless he be qualified by train- 
ing and experience to correlate the clinical 
findings, the appearance of the gross speci- 
men and microscopic study of the tissue 
sectioned. 

There is no justification in the removal of 
a breast for chonic mastitis just because it 
is feared it may lead to cancer, for it has 
been proven that it does not. In a case of 
chronic mastitis, which is causing great pain 
and has resisted other forms of treatment, 
and in cases of pendulous breasts with 
chronic mastitis, where, for esthetic reasons 
it is desirable, a simple mammectomy is 
justifiable. I think the general rule of re- 
moving tumors and growths from the breast 
is very wrong. If a tumor be small, simple, 
superficial, circumscribed, unattached, (for 
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example, cyst, lipoma, adenoma, fibroma) 
and its removal does not involve trauma to 
the mammary gland, it may be proper to 
remove it. But if the mass or growth or 
lump or tumor be within the gland, or a part 
of it, or firmly attached to it, or beneath it, 
even though there is not the slightest suspi- 
cion of malignancy, the safe and proper way 
to deal with it, is to perform a simple mam- 
mectomy. The removal of a growth im- 
bedded in the mammary tissue and attached 
to it, as they so often are, may be followed 
by a cicatrix far more dangerous, from the 
standpoint of than the original 
pathology was. In the moderate-sized breast 
if skilfully done, a 


cancer, 
mammectomy causes 
very little, if any, deformity or mutilation 
or defacement. If the patient be beyond the 
childbearing period and the breasts are 
large and pendulous, in order to attain sym- 
metry, a bilateral mammectomy may be 
done. After all, it is only a minor operation. 

The surgeon should not attempt breast 
surgery unless he has called to his side a 
well-qualified pathologist, who stands by 
and immediately after the specimen is re- 
moved and examined by the operator, rushes 
to the laboratory to make a frozen section 
and study it and report as quickly as possible 
to the surgeon. While the pathologist is 
hurrying with his utmost speed to complete 
his examination and bring the report, the 
surgical team marks time, for the procedure 
from here on will be determined by what the 
microscope reveals. It matters not how 
positive he that there is no 
likelihood of malignancy, the conscientious 
and capable surgeon has this rush diagnosis 
by his pathologist arranged for, because he 
knows that, even with the most skilled and 
experienced operator, a mistake is possible 
without the aid of the pathologist. 


may be 


In dealing with a frank and positive cancer 
of the breast, Dr. Williams and I have 
adopted the following routine which, we 
think, is the safest method of procedure. 
Immediately after the diagnosis is made a 
massive dose of radium is applied to the 
breast area and axilla. During its applica- 
tion, the position of the radium is changed at 
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regular intervals in order to insure thorough 
and complete exposure of the entire area. 
Two weeks following the use of the radium, 
the radical operation is done. After all 
tissue has been removed, and before the 
wound is closed, the patient is rolled to the 
roentgenray room where she is given a deep 
roentgenray exposure directly in the open 
wound for a period of thirty minutes. She 
is then returned to the operating room and 
the wound closed, always being certain that 
there is a complete change of instruments, 
etc. Three weeks later, when the wound is 
healed and she is convalescing, she is given 
a course of deep roentgenray therapy con- 
sisting of three seances at two-day intervals. 


There are some facts concerning the tech- 
nic which are of interest to the operator. 
The pre-operative use of the radium is 
thought to seal the lymphatics and absorptive 
factors and thereby discourage metastasis 
at the time of operation from the necessary 
handling of the tissues. The idea of Dr. 
Jackson of washing and scrubbing the sur- 
faces of the open wound with large quantities 
of hot saline before closure is certainly a 
very logical one, for the spilling upon the 
raw surface of any cancer cells will, of 
course, act as a graft and start a new focus 
of growth wherever they 
allowed to remain. 


lodge and are 
After this washing has 
been completed, the area is exposed to the 
roentgenray with the view of destroying 
any cells which may have remained in spite 
of the “Jackson toilet.” In dealing with a 
condition of ulcerated surface it is well, be- 
fore beginning the operation, to cauterize 
the raw area with carbolic acid and alcohol 
or a strong solution of silver nitrate, and then 
to suture over it, and well beyond the edges, 
a piece of rubber tissue, in order to prevent 
leakage from 
operation. 


the cancerous mass during 
It is also a wise plan to isolate 
and inclose the mass, by using a long needle 
and the fulgarizer, in a wall of impermeable 
coagulum, and then give this a wide birth 
during the operation. The greatest care 
should be exercised to prevent any contact 
between the cancerous mass and the fresh 


wound. It is a rather strange phenomenon 
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that a malignancy may be transplanted and 
engrafted to any part of the individual’s own 
body, but can not be conveyed to another 
person. Because of the great surface ex- 
posure, length of incision, loss of blood and 
time consumed, a radical breast operation 
is accompanied by a greater amount of shock 
than perhaps any other surgical procedure. 
It should, therefore, be the purpose of 
everyone present to do all they know before, 
during and after operation to prevent and 
relieve shock. One of the early and certain 
signs of recurrence, before any other sug- 
gestion comes up, is painless and unaccount- 
able swelling in the hand and arm. A case 
of breast cancer is not regarded as perman- 
ently cured until five years have elapsed 
from the date of operation and the patient 
is found to be in good health at that time. 
CANCER OF THE UTERUS 

Uterine cancer just about divides the 
honors with cancer of the breast from the 
point of view of frequency, constituting 
about twenty-five per cent of all cancers, 
whereas cancer of the breast leads in point of 
curability. Cancer of the womb differs with 
its running mate, too, in that it is very much 
more common in married and child-bearing 
women. Indeed, it is the present belief of 
most authorities that the vast majority of 
cervical cancer is the end result of childbirth. 
It becomes frequent after thirty-five years 
of age, increasing in frequency up to the age 
of fifty-five. Its richest harvest is 
during the decade which is evenly 
by the menopause. 


claimed 
divided 


When we know that only about twenty- 
five per cent are curable after development, 
and when we believe that the resultant dam- 
age of the cervix at childbirth by fracture, 
lays the foundation for its development, and 
further, that the proper post partal care of 
the cervix would prevent its development, 
common sense should guide us to the only 
reasonable course of activity. This line of 
reasoning, then, brings us to the conclusion 
that the weight of responsibility rests upon 
the accoucheur. It is my firm conviction 
that no doctor should accept a case of confine- 
ment unless he feels it a very positive part 
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of his duty in the case to relate the dangers 
to the patient at delivery and demand of her 
as her share of the responsibility that she 
report to him, when the baby is three 
months old, for examination of the cervix. 
At this time he should regard her as his 
care until he has eradicated every particle 
of cervical pathology. When he has ac- 
complished this, he has fulfilled the obliga- 
tion which he assumed when he accepted the 
case for delivery. 

Normally, the vagina does not have any 
more discharge from it than the normal eye 
or nose or ear. It is nothing less than 
tragic that every woman could not know 
that any amount of any kind of vaginal dis- 
charge is abnormal and dangerous. For 
some unaccountable reason they seem to 
think that just because it is the vagina, it 
is all right for them to have a leucorrhea. 
I often say to them that they remind me of 
David Harem and the fleas on his dog. He 
said, “A reasonable amount of fleas was good 
for any dog, because it kept him from worry- 
ing about being a dog.” In contrast, the 
smallest amount of vaginal discharge should 
be a source of such alarm that the lady 
should not rest content until it is entirely 
cured. 


If the postpartal case is seen at three 
months, whatever pathology that may be 
found to be present is very apt to be slight 
or moderate. Tears, eversion, erosion, in- 
fection, etc., should have prompt treatment. 
It is criminal to say to a woman that she 
has not finished her child-bearing career 
and she must wait until she is through 
having her children before having her patho- 
logy attended to. Aside from constituting a 
potential cancer, the diseased cervix is just 
as much a focal infection as teeth or tonsils 
or what have you? carrying with it the 
very same possibilities of calamity. Early 
after childbirth the infection in the cervix is 
superficial and easily cured, usually resolv- 
ing itself into an office case. As time goes 
on the deeper structures become involved, 
the situation grows more and more serious, 
resulting in the typical chronic irritation, 
regarded as precancerous. The management 
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of this condition is quite different. The en- 
tire cancer-bearing area of the cervix should 
be removed. This may be accomplished by 
high amputation with the knife, which is not 
satisfactory for the reason that it is at times 
followed by such a degree of scar-formation 
as to be, itself, a focus of chronic irritation. 
Then, the entire cervix may be destroyed, or 
burnt away with the actual cautery. Again, 
the resultant cicatrix is considerable, and 
may even be followed by stenosis, requiring 
a second operation. The preferred method 
is to employ the cauterodyne and to ream 
out the entire area of disease, after the 
technic of Sturmdorff. Following the use 
of this instrument, healing takes place with- 
out scar tissue, the entire denuded area being 
covered with squamous epithelium, and 
presenting an appearance not unlike the 
original normal cervix, soft and smooth. It 
is my opinion that every cervix, where the 
deeper structures are involved in the process 
of disease, should be dealt with in this 
manner, and, furthermore, I believe that 
malignancy of the cervix would lose its 
present place of prominence in the incident 
of cancer. In any event, when operating 
upon a diseased cervix, it should be the in- 
variable rule to remove a piece for biopsy. 
As in the case of a breast tumor, to advise a 
case of chronic endocervicitis to “watch and 
wait” is to invite disaster. 

After the development of uterine malig- 
nancy, but one course is open. The cervix 
must be destroyed as thoroughly and com- 
pletely as possible with the cautery, a mas- 
sive dose of radium applied and, as soon 
after as the condition will permit, perform 
a pan-hysterectomy. Statistics give a mor- 
tality of from thirty-five to seventy-five per 
cent, which, of course, justifies the effort at 
rescue. 

It is generally thought that excessive 
bleeding at the’ menopause is strongly sug- 
gestive of cancer. In my limited experience, 
it has most frequently been caused by a 
fibroid. This is the case when one who has 
gone past the climacteric several years with- 
out any sign of blood, and suddenly and un- 
expectedly has a copious hemorrhage, this 
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case ig quite apt to find that an old and 
neglected endocervicits has become malig- 
It is with the hope of forestalling 
just that tragedy that I make this appeal for 
the early radical treatment of the chronic 
cervix. 


nant. 


At the risk of taxing you beyond endur- 
ance I wish to relate to you an observation 
of a phenomenon which has made a very 
serious impression upon me. I am not un- 
mindful that the limitations of my experience 
as well as my small sphere of activity would 
not count for much as statistics are meas- 
ured, yet I have seen this often enough in 
the thirty years that I have studied medicine 
to be impressed with the belief that there 
is something to it. The picture is one of an 
individual who has reached midlife. He has 
not been a strong, hardy man. Yet he has 
not, by any means, been an invalid. Most 
of his life has been spent making every ef- 
fort to keep well and remain at work and 
meet his obligations. It is generally ac- 
cepted by all who enjoy his friendship that 
he was never a strong man. He has been 
moderate and temperate and careful. All at 
once, as if by magic, with no change in daily 
routine and with no explanation for it, he 
blooms out in health. He gains in weight 
and strength and is so happy he is literally 
bubbling over. His friends im- 
proved health and rejoice with him. This 
goes on for a few months or a year—about 
long enough for all acquaintances to become 
And, presto! 


notice his 


accustomed to the new order. 
One night, like a bolt out of a clear sky, he 
develops abdominal pain, the doctor is called, 
he feels a mass, the patient then recalls that, 
for the past few weeks he has not been feel- 
ing as well as usual. Gall-bladder, gastric 


cancer, carcinoma of colon, carcinoma of 
liver! Cancer has developed somewhere. It 
would seem to be in line with “the theory 
of cancer” expressed by one authority 
(Bulkely) that every individual, at birth is 
given, by nature, a “dormant cell.” It may 
be situated anywhere in the body, but re- 
mains quiescent until he reaches that inex- 
plainable period when for some unaccount- 


able reason, he bloomed out and, for the first 
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time in life, enjoyed robust health—and the 
dormant cell, likewise, bloomed out—into 2 
malignancy. His hilarity and joyousness 
and exhilaration over his improved health 
served as a screen behind which the eariy 
signs of cancer were so successfully hidden 
that they did not attract his attention until it 
was too late. 

Cancer does not develop suddenly in 
normal tissues, but always slowly in tissues 
that have been altered by inflammation and 
disease. It thus appears to be an accepted 
fact that the major forms of cancer which 
are the cause of the great majority of deaths, 
are due to controllable factors, usually some 
form of chronic irritation. 

I may be regarded as radical. To this 
indictment I plead guilty, but I try to justify 
it with the conviction that the rapid, certain 
course of cancer is a condition which re- 
quires radical thought and action if you ex- 
pect results. 





MENTHOL-BORACIC ACID 
SOLUTION* 
LOUIS LEVY, M. D. 
New ORLEANS 

Were it not for the unusual success that has 
been my fortune to encounter with the com- 
Lination of antiseptics which I believe I was 
the first to use, I would hesitate bringing such 
a fundamental subject before this body. But 
after reviewing the literature I note that in 
different periods cognizance of special antisep- 
tics has been taken by eminent surgeons and 
teachers. The antiseptic value of boracic acid 
was first advocated as a surgical application by 
Lord Lister. Employing it as a dressing for 
wounds in the form of boracic acid lint, a cold 
saturated solution as a lotion, and in ointments, 
he found it most efficacious as an antiseptic ap- 
plication. Its part in the antiseptic system has 
subsequently been emphasized by many sur- 
geons. Dr. Denegre Martin has stressed the 
advantages of boracic acid for treatment in in- 
fections of the hands. 

In about 1912 mercury bichloride solution 


*Read before the Orleans Parish Medical Society 
June 12, 1933. 
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was generally used as a moist dressing. After 
the application of iodine, it was noticed that a 
slough occurred at the site of the iodine appli- 
cation when mercury bichloride was used. I 
had always used boracic acid after the use of 
iodine as an antiseptic solution, which served 
my purpose only fairly well. Feeling that 
mercury bichloride was entirely impractical, I 
1esolved to attempt an improvement on boracic 
acid solution. 

Impressed by the relief from Menthol in its use 
in nasal sprays, douches, and ointments, I de- 
cided to combine menthol and boracic acid in 
sufficient proportions for the antiseptic value of 
both. Having tried various proportions, I 
found it most efficacious in boracic acid, two 
Grams to a pint and menthol one fourth of a 
grain to a pint. In these proportions its antisep- 
tic value approached the ideal in the comfort ren- 
dered to the patient. The addition of menthol 
in this solution seems to increase the antiseptic 
value many times. This combination is not only 
cf great antiseptic value, but also the refriger- 
ant effect of menthol lessens pain, gives a sen- 
sation of iowered temperature and also, lessens 
the demand for narcotics or sedatives in all se- 
vere cases in which it was used. 

The types of cases in which menthol-boracic 
acid solution were used were: staphylocorcal in- 
fections, streptococcal infections, colon bacillus 
infections, deep infections such as postoperative 
treatment for bone felons and palmar abscesses, 
skin infections such as eczema that did not re- 
spond to other types of treatment, ulcers of the 
leg, infected lacerations, and traumatic infec- 
tions. 

The treatment in all these cases must be car- 
ried on as with other solutions; that is, remov- 
ing the underlying cause, putting parts at rest, 
and establishing sufficient drainage. The solu- 
tion in all cases must be in thorough contact with 
every part of the infected area, which is best ac- 
complished by continuous drip with solution of 
atmospheric temperature, In the winter the tem- 
perature must be that of the atmospheric tem- 
perature of the heated room. As a solution 
heated sufficiently to kill organisms will destroy 
tissues, cool solutions were used in all of this 
work. All cases should be copious!y dressed with 
gauze and immobilized. The continuous drip 
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supplies the antiseptics and keeps fresh menthol 
pouring on the infected area, and by its action 
gives a sensation of lowered temperature and 
lessens pain. 

Comparing those cases treated with menthol- 
boracic acid solution with those treated with 
Carrel-Dakin solution, potassium permanga- 
nate mercury bichloride solution, 
normal saline, iodine solution, and magnesium 
sulphate solution, it was found that more bene- 
ficial results were obtained by the use of men- 
thol-boracic acid solution than by the use of oth- 
er solutions. In many instances of lacerated or 
incised wounds, after the incisions were nearly 
pus free, sutures were taken with uniformly 
good results. 

The following cases will illustrate the effi- 
cacy of menthol-boracic acid solution. 

Mr. F. A., admitted January 22, 1923. Infected 
right hand, middle finger, following punctured 
wound caused by thorn on Christmas tree on De- 
cember 24, 1922. He had been treated with various 
solutions and splints and was in serious condi- 
tion when brought to Hotel Dieu, January 22, 1923. 
Examination revealed infected right hand, forearm 
and arm, extending from tips of fingers to axilla. 
Menthol-boracic acid treatment started and after 
two days, many pus pockets drained, and tubes in- 
serted, improvement noted after second day of 
treatment. Multiple incisions made in arm and fore- 
arm on third day. Patient gradually improved, and 
was discharged April 13, 1923. Extent of infection 
ean be realized when it is shown that at the end 
of the treatment patient had many ankylosed 
joints, and could only use fingers and elbow joint 
with limited motion. 


Mrs. E. R., admitted March 20, 1931. Streptococ- 
cal infection of left hand following a puncture by 
safety pin. Patient previously treated, incisions had 
been made on dorsal and palmar surfaces, incisions 
extending from palm of hand to middle of fore- 
arm. With the usual splinting and dressings, men- 
thol-boracic acid treatment instituted. Improvement 
noted in twenty-four hours. Temperature reduced, 
patient more comfortable and angry appearance 
abating. Patient remained in hospital twelve days. 
Treatment was continued at office. Patient was dis- 
charged in about forty-five days with partial anky- 
losis of fingers and wrist. 

Mr. N. C., infected hand following fish fin punc- 
ture wound of index finger; hand angry, swollen; 
evidence of palmar abscess on admission to Hotel 
Dieu. Paticnt’s temperature 103°, index finger had 
been drained by another surgeon, and various so- 
lutions and ointments had been used on hand. 
Menthol-boracic acid treatment started, palmar ab- 


solution, 
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scess drained next day after admission. Patient 
showed improvement after first day, and was dis- 
charged after about one month’s treatment during 
which time there was a loss of bone of first phalanx 
of index finger. 

Many cases of minor infections that respond 
to treatment within a week have not been tabu- 
lated, the results just as gratifying as the more 
serious ones. Many cases of eczema have re- 
sponded to menthol-boracic acid treatment. 
After many failures with other solutions, this 
solution can be placed in the armamentarium 
of dermatologists as the following case will il- 
lustrate. 

Miss J. C., had an eczema of unknown origin of 
hands which was treated by many dermatologist 
with no snecess. Menthol-boracic acid application 
cleared it within a week. Whenever there is a 
slight recurrence it is promptly cleared up by the 
application of this soluticn. 

Ulcers of the leg can easily be made ready for 
treatment of the underlying cause or grafting 
by the application of menthol-boracic acid so- 
lution. 


Erysipelas and infections of face have been 
successfully treated with menthol-boracic acid 
solution. 


Mrs. E. D., was seen by me on October 4, 1929. 
Her face on right side swollen to about twice its 
normal size following the pricking of a pimple on 
nose about one week previous. Had been treated 
with application of icthyol and reported that she 
was getting progressively worse. Temperature at 
time of examination was nearly 104°. Applications 
of menthol-boracic acid solution started, her whole 
face being covered with several thicknesses of 
gauze. Dressings were kept soaked. Improvement 
was noted within eight hours. She progressively 
improved, and slough was removed in part from 
alae nasi on fourth day after treatment was start- 
ed. She was under active treatment for about two 
weeks. After infection was overcome dry sterile 
dressings were applied for one week longer. 


CONCLUSIONS 

Menthol-boracic acid solution has proved to 
be a most satisfactory solution in all types of in- 
tections, with the exception of gas bacillus in- 
fections in which cases it has not been tried. It 
gives comfort to patients, it lessens the use of 
opiates, and shortens the course of treatment. 
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DISCUSSION 


Dr. J. E. Isaacson: It has been my pleasure and 
opportunity to observe and use the menthol-boric 
acid solution in the treatment of infection, as de- 
scribed by the esayist, for 15 years. In the begin- 
ning, I was somewhat dubious as to its results, 
knowing that boric acid was only mildly antiseptic, 
and believing the action of menthol to be only one 
of refrigeration. The facts, however, have convinced 
me, and I have used the solution religiously with 
gratifying results in that period of time. 


Dr. Levy is to be congratulated on his paper, and 
personally, I have found the solution to be excel- 
lent in all cases in which I have tried it. 

Dr. Louis Levy: In regard to the method of ap- 
plication, see that it is kept in contact with the 
infected area all the time, by using tubes, by mak- 
ing incisions, by placing of gauze, or putting it even 
in bath as we formerly used the old bichloridc 
bath. 

I have used this solution after hemorrhoidectom- 
ies, perineorrhaphies and episiotomies, where the 
places are exposed, and the solution was of great 
benefit. 
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THE USE OF THE LABORATORY* 


A Discussion of the Factors Which 
Determine the Value of Laboratory Work 


T. W. KEMMERER, M. D. 
JACKSON, MIss. 


The value of laboratory work depends upon 
three factors, the specimen, the test, and the in- 
terpretation. The specimen must be of the 
right kind and must be so collected and for- 
warded as to reach the laboratory in good con- 
dition. Such data should accompany the speci- 
men as properly to identify it and to indicate 
the test desired. There should be a brief state- 
ment of the clinical condition of the patient for 
this may suggest additional tests and will aid in 
the interpretation of the findings. That the 
laboratory work should be done well goes with- 
out saying. 


A report on a test is not a diagnosis. A re- 


port on a throat culture. reading “diphtheria ba- . 


cilli present”, does not make a diagnosis of diph- 
theria—the patient may be a carrier and his 
present illness be due to some other disease. 
Finding of typhoid bacilli in the feces does not 
establish a diagnosis of typhoid fever—the pa- 
tient may be a carrier. However, finding ty- 
phoid bacilli in the blood, by culture, does es- 
tablish a diagnosis of typhoid fever. A nega- 
tive Wassermann test does not exclude syphilis 
in suspected primary infection unless the lesion 
has been present for six weeks—hence the time 
element enters into the interpretation of the 
test. On the other hand a positive Wasser- 
mann test under the same conditions would not 
prove that the present lesion was syphilitic, for 
syphilitic infection may be of long standing and 
the lesion be due to something else. 

A detailed consideration of some of the more 
frequently used tests will demonstrate more 
clearly the importance of the above mentioned 
factors. 

Wassermann Test. The Specimen: If blood 
is drawn with a syringe. which has been boiled, 
and put in a bottle, which has been sterilized, 
it will be contaminated in at least one third of 


*Read before the Section on Hygiene and Public 
Health at the Sixty-sixth Annual Session of the 
Mississippi State Medical Association, Jackson, 
May 11, 1933. 


the instances. This procedure may be surgically 
aseptic but it is not bacteriologically sterile. If 
the specimen is examined immediately or is kept 
cold enough to prevent the growth of bacteria, 
this slight contamination is of no consequence. 
But if the bacteria multiply because the speci- 
men is not examined immediately or is not 
kept cold, as when specimens are sent through 
the mail, especially in warm weather, the growth 
of these contaminating bacteria produces 
changes in the blood which cause it to become 
hemolyzed or anticomplementary, these changes 
being easily detected, or to give false positives 
which cannot be detected in the test. For these 
reasons blood collected with a syringe and put 
in a bottle is not satisfactory for the Wasser- 
mann test unless precaution can be taken to 
prevent the growth of contaminating organisms. 
Keidel tubes should always be used when speci- 
mens are to be sent some distance to the labora- 
tory. Blood in Keidel tubes practically always 
reaches the laboratory in good condition. 

Identification of the specimen: One would 
think it would not be necssary to mention this. 
But frequently we receive specimens without 
the patient’s name or other mark of identifica- 
tion and occasionally one without the physician’s 
name. The clerks have become very expert in 
placing these specimens but when there is not 
even a post mark they simply must throw up 
their hands. 


Interpretation: A great deal of work has 
heen done comparing one test for syphilis 
with another, but not so much has been done in 
interpretating, to the physician, the findings in 
any particular test. Each physician’s experi- 
ence with the test is limited. Just think what 
could be done in a laboratory running as many 
as 33,000 tests a year as the State Board of 
Health Laboratory does, if sufficient data ac- 
companied each specimen. First they could be 
grouped for analysis into treated and untreated 
cases; and, in treated cases, according to the 
time elapsed since the last treatment. Then in 
the untreated cases, into very early cases, sus- 
pected primaries, cases with active lesions in 
which a differential diagnosis is necessary. And 
finally cases with indefinite symptoms which 
inay or may not be due to syphilis. In the 
primary stage the test is negative for a time 
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after the appearance of the lesion. If in a sus- 
pected primary lesion, the test is negative, if 
the time elapsed since the appearance of the 
lesion is given, a statement of the probable sig- 
nificance of a negative test in that particular 
case could be given. If lesions other than 
primary are present and the test is positive, the 
patient might have syphilis but the lesions be 
due to some other cause. Finally in old and 
telatively inactive cases the Wassermann test 
becomes negative. If the data are supplied, in 
a particular case, an opinion could be given as 
to the relative value of a negative test. Of 
course interpretation of laboratory findings can- 
not be made by technicians but must be made 
by one with medical training. 

Culture of Feces For Typhoid Bacilli. It is 
easily demonstrated that typhoid bacilli in feces 
will be killed out by the growth of colon bacilli. 
Therefore unless the specimen is to be examined 
iinmediately, something must be added which 
will inhibit the growth of colon bacilli and 
which will not destroy the typhoid bacilli. 
Thirty per cent glycerine has been found satis- 
factory for this purpose. But the proportion 
of feces to 30 per cent glycerine must be right. 
If there is too much feces, the growth of the 
colon bacilli will not be inhibited and a negative 
finding on such a specimen is worthless. Too 
often too much feces is added. The quantity of 
feces should be approximately one fourth that 
ef the 30 per cent glycerine. If formed, the 
feces should be broken up and thoroughly mixed 
with the glycerine. Unless the physician will 
see to it that the specimen is properly collected 
it is hardly worth while sending it to the labora- 
tory. Again if the specimen is not placed in 
glycerine immediately when passed but is al- 
lowed to stand until growth of colon bacilli has 
taken place, obviously a negative test is of no 
significance. To insure that the feces is placed 
in the glycerine promptly it should be insisted 
upon that the feces be placed in the glycerine 
while still warm. 

Finally it is reasonable to suppose that if the 
intestinal contents are passing through the in- 
testine slowly there will be an increased growth 
cf colon bacilli with presumably a deleterious 
effect on the typhoid bacilli. Therefore, tenta- 
tively, I am stating that unless the intestinal 
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contents are moving fairly rapidly, a mild sa- 
line cathartic should be given. I believe that 
if this procedure were carried out the finding 
of typhoid bacilli in typhoid carriers would be 
more constant than now reported. Unless the 
physician personally checks on the collection 
of the specimen, too often it will not be done 
properly. As to the significance of a negative 
finding in a case of suspected typhoid fever: 
In a rather small series of cases Hiss found 
the cultures positive; 1st day to 10th, 10.7 per 
cent; 11th day to 20th, 50.0 per cent; 21st day 
to convalescence 81.2 per cent. Consequently 
the evaluation of a negative finding must take 
into consideration the time elapsed since the 
onset of the disease. I am inclined to believe, 
with proper collection of specimens and im- 
proved laboratory technic, the percentage of 
positives could be increased. 


At this point, just a word about the labora- 
tory. The idea is too prevalent that almost any 
one with a little training can do good laboratory 
work. Just as much depends upon native in- 
telligence, broad fundamental education, special 
technical training, experience, and constant 
practice as in the clinical practice of medicine. 
Technicians can be used in the laboratory to 
advantage, just as assistants can be used by 
physicians and surgeons. Technicians are 
those who are trained to carry out a certain 
procedure precisely as stipulated. The decision 
as to what procedure is to be used should be 
made by one of greater education and experi- 
ence and, in a clinical laboratory, interpreta- 
tions should be made only by one with medical 
training. 

The culture of feces for dysentery bacilli is 
the same as that for typhoid bacilli practically 
up to the last step so that a test for typhoid 
bacilli is also a test for dysentery bacilli and vice 
versa. 


The presence of typhoid bacilli in the feces 
does not absolutely establish a diagnosis of 
typhoid fever. The patient may be a typhoid 
carrier and the present symptoms be due to 
some other cause. But this would not occur 
The same is true in the case of 
diphtheria or other carriers. 

Agglutination Test and Blood Culture For 
Typhoid Fever and Agglutination Tests For 


very often. 
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Undulant Fever and Tularemia. In our labora- 
tory we discourage the sending in of a drop of 
dried blood for the Widal test for typhoid fever. 
The test is not now as valuable as formerly 
from a diagnostic standpoint since so much ty- 
phoid vaccine is being given, as the typhoid vac- 
cine will cause a positive test. The length of 
time the test will remain positive after admin- 
istration of the vaccine is variable, probably not 
very long. Now then if we had complete data 
on all specimens on which a Widal test is 
done we would have enough material so that 
we could state, in terms of percentages, the 
varying length of time the test remains positive 
and evaluate the significance of the test in 
each particular case. Another illustration of 
the importance of supplying data with specimens. 

In place of the drop of dried blood we are 
insistent upon a Keidel tube full of blood with 
the data slip completely filled out. Then we 
do an agglutination test, which is to be taken for 
what it is worth in the light of what has just 
been stated, a blood culture for typhoid bacilli, 
an agglutination test for undulant fever, and if 
there is enough serum left, a Wassermann test. 
If there is anything on the data slip that sug- 
gests the possibility of tularemia, we make this 
test also. No blood culture is made unless the 
blood is in a Keidel tube. Blood in bottles or 
test tubes will not do, the reason for which is 
indicated in the discussion of specimens for the 
Wassermann test. 

Now as to the interpretation of the findings. 
Park and Williams state that in typhoid fever 
the agglutination (Widal) test is positive in the 
first week in 20 per cent of the cases; in the 
second week, 60 per cent; in the third week, 80 
per cent; and in the fourth week, 90 per cent. 
This shows how little reliance can be placed on 
a negative test in the early stages of the disease, 
just at the time the clinician is most in need of 
On the other hand 
Park and Williams state that typhoid bacilli 
were found in the blood (culture): in the first 
week in 89 per cent; second week, 73 per cent; 
third week, 60 per cent; fourth week, 38 per 
cent; and after the fourth week, 26 per cent. 
This shows how much more valuable, in the 
early stages of the disease, the blood culture is 
than the agglutination test. 


aid in making the diagnosis. 


Furthermore the 


297 


finding of. typhoid bacilli in the blood establishes 
an absolute diagnosis of typhoid fever and is the 
only test that does. 

As on every specimen, in a Keidel tube, for 
typhoid is run a test for undulant fever, so 
every specimen for undulant fever of tularemia 
is subjected to the agglutination test and blood 
culture for typhoid fever. By doing this we 
have diagnosed undulant fever when typhoid 
fever only was suspected and have diagnosed 
typhoid fever, by blood culture, when undulant 
fever only was suspected. Every now and 
then we find a positive Wassermann when the 
other tests are negative. 

A word about blood cultures in general. If 
the specimen is taken when the temperature is 
normal it will always be negative and conse- 
quently the test will be of no significance. In 
cases in which the temperature fluctuates the 
specimen should be taken when the tempera- 
ture is at its highest. If taken when the tem- 
perature is relatively low the culture will in all 
probability be negative. On the data slip 
should be stated the general course of the fever 
and the temperature at the time when the speci- 
men was taken. 

Time permitting, it might be profitable to 
discuss in detail the collection of specimens for 
a!l of the various tests, the data which should 
be supplied, and the interpretation of the find- 
ings, also to classify the diseases indicating 
what tests would be of value in each disease. 
But perhaps the above is sufficient to demon- 
strate the importance of the various factors 
which determine the value of laboratory work. 

What isas been said applies particularly to 
laboratories which receive specimens from the 
outside. Ina hospital laboratory the pathologist 
is able to see to the proper collection of the speci- 
men, to obtain such information as he desires, 
and also to advise as to what tests would be of 
most value in a particular case. 

DISCUSSION 

Dr. L. S. Lippincott (Vicksburg): I think that 
Tr. Kemmerer has brough us an excellent paper. 
I can only agree with everything he has said. I 
take no exceptions to anything. I am glad that 
he made the point that interpretation of labora- 
tory examinations should be made by a person with 


medical training. I would like to add a little 
to that and say a person with medical training, 








298 STALWORTH—Climacteric Hypertension 


who is devoting most of his time to laboratory 
procedures. Every doctor or every person with 
medical training does not attempt to perform gall 
bladder operations or do brain surgery. In the 
same way every medical man is not capable of in- 
terpreting laboratory results. Especially is this 
becoming more and more true as the procedures 
become more complicated. It is no disgrace when 
you have a paitent that you think may need labor- 
atory examinations to ask the man who is doing 
laboratory work as to what examinations would 
be of value. 


Too often also we forget that the patient be- 
longs to the clinician and laboratory aid should be 
asked only after the clinician has made up his 
mind or nearly made up his mind about what that 
patient has; that the patient may have one of 
several conditions and assistance and advice is 
desirable in the decision. The laboratory should 
not take the place of the careful physical exami- 
nation or a careful history. It does not take the 
place of the physician. Too often there is a tend- 
ency when a patient comes in and the diagnosis is 
not evident to turn him over to the laboratory 
with the idea that the laboratory will give a hint, 
will make the diagnosis. That is not a good 
method. 

In regard to the technician, there is too much 
tendency to think that any girl who has been 
shown how to test urine is able to make a diag- 
nosis. If you were working constantly with these 
girls you would see the great necessity of com- 
plete training, and experience in a _ technician 
counts most of all. There are no two patients just 
alike, as you know, and in the same way there are 
no two laboratory specimens submitted exactly 
alike. That girl may go on doing the same thing 
fer a long time, but if you give her something dif- 
ferent to do, unless she has had experience, she 
will be lost. You teach your nurses to take blood 
pressure, to take temperature, may teach them to 
take your histories, but you do not expect those 
nurses to tell you the blood pressure findings mean 
hypertension or that fever means scarlet fever or 
measles. The diagnosis is your job. In the same 
way we do not expect technicians to make diagnoses 
for us. I have been interested in training tech- 
nicians for some years. Before that time I was 
trying to teach laboratory work to medical stu- 
dents. At first we had a course of 14 months for 
laboratory technicians. We soon found that was 
not enough, and now we require them to spend 
two years, and often they should have more. When 
it comes time to give a certificate to a girl we often 
rather hesitate to say that she is capable of going 
out and werking without supervision. The Ameri- 
can Society of Clinical Pathologists has recognized 
this fact and has established a national registry 
of technicians. If a technician is registered and 


has a certificate each year, it stands for something. 
Now it is required that before a person shall be al- 
lowed to take laboratory training, she shall have 
cne year of college work in which special attention 
shall be given to biology and chemistry. We should 
have more registered technicians because it really 
means competency in training. 


Just a word in regard to the taking of specimens. 
It means all the difference in the world whether 
you are going to give your doctor an accurate find- 
ing or not. We had a letter come in from a doc- 
tor asking for some swabs because he said he 
thought he was having some diphtheria cases. We 
sent the swabs and they came back in a day or two. 
We planted cultures and everyone of them was 
sterile. This seemed unusual and we went back 
te the tubes the swabs had come in and found off 
the outside of the glass some smears. We washed 
off the smears and planted cultures from the 
washings. Four out of six showed diphtheria ba- 
cilli. The doctor had put the tubes and all down 
in the throats. That is extreme, but every one 
does not know how to take specimens properly and 
tc the best advantage. If you do not know, it is 
worth while asking someone to do it for you. 





CLIMACTERIC HYPERTENSION* 


W. L. STALWORTH, M. D. 
CoLUMBUS, MIss. 


This paper deals with those cases of hyper- 
tension occuring in women complaining of 
disturbances related to the cessation of 
menses which are either just beginning or 
just over. 

Most authorities interested in this period 
of life and its pathology agree that there is a 
condition known as climacteric hypertension. 
The literature on this subject is scanty, some- 
what obscure and frequently contradictory. 
Most works on circulatory pathology rarely 
ever mention this form of arterial hyperten- 
sion. In general the opinions favoring fre- 
quency of climacteric hypertension are more 
numerous. According to the writers on the 
subject, increased blood pressure during the 
menopause may be observed in over 50 per 
cent of these cases. 


*Read by title before the Section on Medicine 
at the Sixty-sixth Annual Session of the Missis- 
sippi State Medical Association, Jackson, May 10, 
1933. 








STALWORTH—Climacteric Hypertension 


The upper limit of normal systolic pressure 
in the menopausal age is 145 to 150. Life in- 
surance company statistics list average nor- 
mal systolic pressure in woman 45 years of 
age at about 130 mm. of mercury; diastolic 
normal 90 to 100. Patients with repeated 
readings over 150 mm. of mercury by several 
readings are considered hypertensive. 

Clinicians unaniously admit two types of 
arterial hypertension, one linked with the vas- 
cular or renal apparatus, accompanied by 
symptoms of lesions of those organs, the 
other in which hypertension is the only phe- 
nomonen, frequently unaccompanied by sub- 
jective symptoms and in which after careful 
examination and study there cannot be dis- 
closed any lesion of the vascular or renal ap- 
paratus. 

The characteristics of essential hyperten- 
sion occuring during the menopause are: 

(1) The variability or fluctuation of the 
hypertension from hour to hour and day to 
day, through the influence of excitement, 
work, fatigue, digestion, etc. 

(2) The diastolic pressure is not increased 
to correspond, with the systolic; there is a 
high pulse pressure. 

(3) There is litle evidence of increased 
tension by palpation of the arteries; one is 
surprised by the high reading of the sphyg- 
nomanometer. 

(4) The absence of subjective symptoms 
in the majority of women. In some cases 
headache, nausea, palpitation (especially at 
night) and ear noises are present. 

(5) There may be a hyperglycemia and 
a low carbohydrate tolerance test, this being 
quite constant. 

(6) Blood pressure can be influenced by 
the injection of papaverine (Barath). 

As to the pathogenesis of the essential hy- 
pertension, putting aside the possibility of 
an incipient chronic nephritis or arterioscele- 
rosis which with out present methods of ex- 
amination we are unable to disclose, there are 
several hypotheses. Maranoms hypothesis, 
according to which it depents on the hyper- 
function of the medullary portion of the 
suprarenal is one. Galata supports this theory 
reporting a case showing immediate and per- 
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manent improvement following unilateral 
suprarenalectomy. Crile suggest denervation 
of the adrenals for similar conditions. 

Culbertson has assumed that the hypophy- 
sis might play a large part in the mechanism 
of hypertension. Decio is inclined to a hyper- 
function of the suprarenal cortex. Recent in- 
vestigations of Gluy, Donzelet, and Kistinios 
blame an insufficient secretion of the pan- 
creas. Gutman, Hopkins, and others feel 
similary about the thyroid. Hare, Sheen, and 
Vincent, knowing the hypotensive action of 
the ovary, feel that the glands failure would 
predispose to a hypertension. 

The hypothesis of suprarenal hyperfunc- 
tion seems most plausible. An evident antag- 
onism exists between the interstitial ovarian 
function and that of the suprarenalthyroid 
function. There is also a direct connection be- 
tween the suprarenal function and the regula- 
tion of arterial pressure. However, one can- 
not deny the correlation between the meno- 
pausal syndrome and the decreased ovarian 
function of the menopause. 

The characteristics of hypertension occur- 
ing during the menopause associated with 
arteriosclerosis and renal disease are: 

(1) The hypertension is not variable but 
is constant. The highest readings are found 
in this form and as a rule are persistently 
high. 

(2) The diastolic pressure is increased in 
proportion to the systolic. The pulse pressure 
is lower in this type. 

(3) There is evidence on examination of 
arteriosclerosis or impaired kidney function. 

(4) Decompensation, angina pectoris, suf- 


focation, headaches, phychical symptoms, 
and mental weakness are more noticeable in 
this group. 


(5) This type of hypertension does not 
disappear with the menopause but is con- 
tinuous. 

(6) On examination, changes in the eye 
grounds are the rule. There are signs of kid- 
ney insufficiency, a night and day polyuria 
with a low specific gravity. Casts are almost 
regularly found; albuminuria more frequent- 
ly than in essential hypertension. The blood 
shows secondary anemia in contrast to the 
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other types. There is regularly a nitrogen 


retention. 
ETIOLOGY 


As to the causes of this type of hyperten- 
sion during the menopause aside from the 
arterial and renal damage due to acute and 
chronic disease there are mentioned numer- 
ous others. Maranon thinks the hyperadrena- 
lemia associated with other factors also con- 
tributes to the vascular lesions. He feels that 
the hypercholesterinemia in the climacteric 
due to hyperplasia of the adrenal cortex 
would favor the production of an arterioscle- 
rosis. Heredity seems to influence hyperten- 
sion. It has long been noted that different 
members of the same family show a tendency 
to hypertension (McElroy). The stocky built, 
short neck, tendency to obesity is recognized 
as a family trait. Volhard and Fahr are in- 
clined to accept the possibility that the cause 
may be found in some physiologic product 
of metabolism which acts on an arterioscle- 
rotic basis. Uterine fibroids have long been 
thought to cause a hypertension, but Polak, 
Mittell and McGrath, after long study, have 
concluded that such is not the case, but that 
in those cases in which hypertension existed 
with uterine fibroids the patients were over 
forty years of age or were subject to vascu- 
lar or renal disease. 

Another cause of a considerable number of 
cases of hypertension during the menopause 
very probably is the toxemia of pregnancy. 
After a careful study of the literature I find 
that this factor is given very little or no con- 
sideration by numerous authors. 

CLINICAL OBSERVATION 

In the past four years I have observed 34 
cases of hypertension occuring during the 
menopause. Of these eight could be classed 
as essential hypertension, the remaining 28 
as the other type. Of the eight cases of es- 
sential hypertension four had borne no 
children, one did not give any history of 
toxemia of pregnancy, three had definite his- 
tories of toxemia. Of the 28 cases of hyper- 
tension showing lesions of the vascular or 
renal apparatus, there were four women 
never having born children, two cases giving 
no history of toxemia of pregnancy and seven- 


teen cases giving a definite history of toxemia 
of pregnancy. Of the two groups there were 
20 out of 34 cases or 58.8 per cent giving a 
very definite history of toxemia of pregnancy. 
I realize that this series is too small to draw 
any definite conclusions and that the diag- 
nosis of these cases was made on history 
alone but the figures are significant and the 
subject would merit study in a clinic where 
more cases are available for study. I might 
add that my interest primarily in gynecology 
and obstetrics led me to enquire as to the 
history of toxemias of pregnancy in these 
cases. 

Peckham and Stout in a series of 545 con- 
secutive deliveries of toxemic patients at John 
Hopkins Hospital, excluding eclampsia and 
vomiting of pregnancy, report 66.6 per cent 
have been examined from four months to 
four years later and 40 per cent were found 
to have a definite nephritis. This was found 
to be more frequent in the old age group and 
among multiparas. 

Harris, in a study of 55 out of 83 cases of 
late toxemia of pregnancy returning at the 
end of one year, found only 22 were normal; 
the remainder showed signs of chronic renal 
involvment, twice as great in multiparas as 
in primiparas. In his experience renal damage 
is more likely to follow pre-eclamptic tox- 
emia than eclamptic, the former running a 
more prolonged course. 

Hughes finds that patients showing marked 
edema and albuminuria during pregnancy are 
more likely to have permanent renal or 
arterial damage. This is more marked in the 
multipara. 

Cauvin and Herrick in studying 165 cases 
of hypertensive toxemia of pregnancy found 
that 122 or 74 per cent exhibited disease of 
the circulatory system from six months to six 
years post-partum. 

Thus it is evident that it should be remem- 
bered in prenatal care of toxemic cases, that 
not alone do we have the responsibility of a 
successful termination of pregnancy for the 
mother and child, but the prevention of perm- 
anent cardiac or renal damage or the reap- 
pearance of the hypertensive state during the 
menopause. 








RILEY 





These cases should be guarded by special 
medical care during pregnancy, discouraged 
from often repeated attempts at childbear- 
ing and observed over a period of years for 


evidence of arterial or renal disease. 
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Being listed as a pediatrician, I first want 
to offer my apologies to the obstetricians 
and other physicians who do obstetrics, be- 
fore reading this paper on the old old subject 
of “Asphyxia Neonatorum”. Realizing that 
asphyxia neonatorum is merely a symptom 

*Read before the Section on Medicine at the 
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of disease, being caused by a variety of con- 
ditions, however, this being so peculiarly 
prone to occur in the new born has lead us 
to almost universally accept it as a disease 
entity. Everyone who does obstetrics is 
sure to have noticed that asphyxia to a cer- 
tain degree is practically always present in 
the newborn. It makes one think that it is 
possibly a physiological necessity, so we will 
look upon asphyxia neonatorum as a mat- 
ter of degree of asphyxia, or rather a severe 
asphyxia beyond normal limits. For a num- 
ber of years I have been very much interest- 
ed in the resuscitation of the newborn and 
I am sure the same is constantly in the 
minds of every conscientious physician who 
does obstetrics. He should feel that at every 
delivery there is a possibility of respiratory 
failure. I trust that my humble efforts in 
presenting this paper will at least be the 
cause of more study and be a checkmate to- 
ward reducing so much of the old heoric 
measures which have been employed in the 
past toward resuscitation of the newborn and 
which have, no doubt, very often inflicted 
serious injury to the baby. While studying 
for the preparation of this paper, its import- 
ance was more forcibly impressed upon me 
when I received a report from our Missis- 
sippi State Board of Health on “Infant Mor- 
tality” by our good friend, Dr. Underwood. 
In studying this report, it was most gratify- 
ing to see the progress that Mississippi is 
making toward the reduction of infant mor- 
tality, being next to the lowest in the south- 
ern states. However, it is very disappoint- 
ing to see from these figures that 28.6 per 
cent of our deaths in infants occurred under 
one day and 52.6 per cent under one month, 
which makes one wonder as to whose door 
this blame shall be placed. It is peculiarly 
interesting to note that premature births in 
the State of Mississippi total 358, injuries at 
birth only 80, unknown 984. It is also noted 
that not only 728 died the first day, 294 died 
between the first and sixth days and 149 be- 
tween the seventh and thirteenth days. Since 
the above figures must be facts, it proves to 
us that some monstrous enemy is at our 
door and we must use every known instru- 
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ment of warfare in putting down a barrage 
against this enemy, especially towards low- 
ering the number injured at birth. I know 
of no better words to express the means of 
accomplishing this than those of Dr. Under- 
wood: 

“To accomplish this important benefit to 
home and community life, fathers must be 
taught to properly evaluate the service, and 
mothers to place themselves under the care 
of a competent physician during early preg- 
nancy. Medical students -by adequate train- 
ing and experience under supervision, and 
medical practitioners by reading, group con- 
ferences, and “brush up” courses must keep 
abreast of the best methods in obstetrics and 
pediatrics. Student nurses must receive 
more adequate instruction during training, 
and public health nurses must become better 
teachers in health education.” 

Asphyxia neonatorum in the past has been 
looked on as a condition of the newborn in 
which there is subaeration of the blood, pro- 
ducing oxygen lack and carbon-dioxide ex- 
cess. This is now considered by many to be 
a misconception, claiming asphyxia involves 
both carbon-dioxide 
content in blood and tissues. It is caused 
by anything that tends to retard the inter- 
change of oxygen and carbon-dioxide in the 
blood and may occur before, during or after 
delivery. The most common causes will be 
discussed later. Because of the sub-aeration 
of the the carbon-dioxide content 
gradually and the oxygen content 
From normal up to double 
its normal value, excess carbon-dioxide in 
the blood is the physiologic respiratory stim- 
ulant; at concentrations more than twice the 
normal value, it has an anaesthetic effect and 
depresses the respiratory center. Thus it is 
seen that interchange is 
deficient cause the carbon 
dioxide content of the blood to reach 
a value more than twice normal, along 
with a corresponding oxygen deficiency, 
there will be no tendency toward respiration 
and the baby dies unless artificial respiration 
is employed immediately. 

N. J. Eastman, in studying the chemical 


low oxygen and low 


blood, 
rises 
gradually falls. 


when gaseous 
enough to 
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changes in the blood of asphyxiated babies, 
found the carbon dioxide content to be about 
twice that of the normal newborn infant’s 
blood. This being the case, his argument 
is that the use of carbon dioxide as a resus- 
citating agent is superfluous and possibly 
harmful in as much as it may tend to intensi- 
fy an already existing acidosis 

It has been customary to divide asphyxia 
neonatorum into two clinical types, asphyxia 
livida and asphyxia pallida. In reality these 
are only two stages of one condition, asphy- 
xia livida being the early and asphyxia pal- 
lida being the terminal stage of the condi- 
tion. The pathological changes of asphyxia 
are due to two primary factors, venous en- 
gorgement and aspiration of fluids. There 
is generalied venous distention and arterial 
depletion, giving rise to a condition similar 
to traumatic shock. Depending upon the 
amount of fluids aspirated, the trachea and 
bronchi are filled with mucus, amniotic 
fluid, blood or meconium. In case of asphyx- 
ia resulting from birth injury, of course 
other pathology will be present. This is one 
of the reasons for not using such heroic and 
drastic methods towards resuscitating the 
baby as you might convert a small intra- 
cromal hemorrhage into a large one with a 
fatal termination. I wish that every obste- 
trician would begin now, as a routine, to 
take 10 to 20 c. c. of blood from the vein of 
the mother and immediately inject intramus- 
cularly into every newborn babe. I personal- 
ly feel that the lives of a great many babies 
will be saved by this procedure. 


The symptomatology of asphyxia neona- 
torum varies with the stage of the condition. 
In the first stage, or asphyxia livida, the skin 
is blue or livid, the pupils react to light, the 
inspiratory efforts are frequent and gasping, 
the heart’s action is loud and forcible, the 
muscles are tense, the umbilical vessels are 
engorged and pulsating and the skin is 
warm. As this stage gives way to asphyxia 
pallida, the child becomes limp and pale, 
ceases to make respiratory efforts, the 
muscles are limp, the temperature falls, the 
heart sounds grow weak, the umbilical cord 
grows flabby and ceases to pulsate. The 
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anal sphincter relaxes and allows the pas- 
sage of meconium. When this stage is 
reached, recovery never occurs unless pro- 
longed and persistent efforts at resuscita- 
tion are employed. 

Before birth a baby in the uterus has no 
tendency to breath because its respiratory 
requirements are entirely satisfied by the 
placental circulation. The respiratory cen- 
ter is functional but not stimulated to ac- 
tivity, because the carbon dioxide level of 
the blood is kept by means of the placental 
circulation in equilibrium with that of the 
maternal blood; the respiratory center of the 
mother functions so as to keep the oxygen 
and carbon dioxide values of the fetal blood 
at normal limits. Ashfeld gave sphygmogra- 
phic evidence that in the latter months of 
pregnancy rapid superficial abortive respira- 
tory efforts are constantly being made by 
the fetus at the rate of 50 to 60 per minute. 
As delivery occurs, the placental circulation 
is so interfered with that the carbon dioxide 
content of the baby’s blood rises and the 
respiratory center is stimulated and respira- 
tion begins. In a normal labor this does not 
occur until the baby’s head at least is deliv- 
ered; no inspiratory effort is made until 
respiration is possible. The normal termina- 
tion of placental circulation is due to separa- 
tion of the placenta, to dimunition in its area 
of attachment or to hemostatic effect of the 
immediate post-partem, uterine contraction, 
all of which occur only at or after the birth 
of the baby. 

Any factor which causes earlier interrup- 
tion of the placental circulation will tend to 
produce a subnormal aeration of the fetal 
blood which, unless quickly relieved, will 
terminate in asphyxia. Such factors are pre- 
mature separation of the placenta, placenta 
praevia, prolapsed cord, taut loop of cord 
about fetal neck, tetanic contraction of the 
uterus, etc. Maternal conditions having the 
same effect are respiratory or cardiac disease, 
traumatic shock, hemorrhage, eclampsia, etc., 
which cause sub-aeration of the maternal side 
of the placental circulation and consequent- 
ly of the fetal side. All of these factors are 
effective when respiration is impossible and 


so death from asphyxia is inevitable unless 
immediate delivery occurs. 

During and after delivery, asphyxia re- 
sults either from depressed activity of the 
respiratory center or from pulmonary ob- 
struction. Drugs such as opium or mor- 
phine, especially within the last few hours 
of delivery, often cause decreased irritability 
of the respiratory center and furnishes our 
argument against the use of the so-called 
“twilight sleep” during delivery. Similarly, 
the prolonged use of ether and chloroform 
given the mother during labor may also de- 
press the respiratory center and inhibit re- 
spiration even when there is no other factor 
present. As stated before, intracranial 
hemorrhage not infrequently effects the re- 
spiratory center and causes asphyxia in a 
similar manner. If the baby makes its in- 
spiratory effort when the trachea and nasal 
passages are filled with fluids, these sub- 
stances are aspirated and asphyxia ensues 
unless the air passages are promptly cleared 
out. In such a case the baby will make 
several convulsive gasps but will eventually 
cease its respiratory efforts unless you re- 
move this pulmonary obstruction. 


The prophylactic treatment of asphyxia 
neonatorum calls for rare judgement on the 
part of the obstetrician, since often the salva- 
tion of the baby means grave danger to the 
mother. For example, in case of premature 
separation of the placenta or of placenta 
praevia, rescue of the baby is attended by 
much greater risk to the mother. In gen- 
eral, however, anything alone to improve the 
general condition of the mother will give the 
baby a better chance for life. The indis- 
criminate use of pituitrin during labor, aside 
from its danger to the mother, is a frequent 
cause of fetal asphyxia, as it often causes a 
tetanic contraction of the uterus that shuts 
off the blood supply to the baby. This is 
especially true where there has been too 
early rupture of the bag of water, especially 
is this true with the premature baby. I shall 
digress and repeat again, the obstetrician 
should be very cautious in his use of mor- 
phine and anaesthetics during labor, in view 
of their depressant effect on the respiratory 
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center of the baby. The primary aim of 
treatment of the asphyxiated baby is to re- 
store the blood gases to their normal values. 
It is always first necessary, however, to 
make sure that the air passages are free from 
any obstructing material. Immediately after 
delivery the child should be suspended by 
the feet and the fluid in the mouth and nose 
aspirated by means of a soft rubber bulb. 
No obstetrical kit should be considered ful- 
ly equipped without this bulb and a soft rub- 
ber catheter. Stripping the throat gently 
with the fingers from chest to chin will 
usually bring the fluids from the trachea to 
within reach of the aspirating bulb. When 
the bronchi are filled with fluid, Schultze’s 
maneuver is probably the most successful 
one to clear them, especially when an assist- 
ant is on hand to aspirate when the baby is 
in the head-down position. 


The existance of so methods of 
resuscitation is evidence that none are with- 
out their disadvantages. The ideal method, 
therefore, must be one in which the danger 
of traumatism is at a minimum, in which the 


many 


fluids in the air passages are best removed, 
in which the body heat of the baby is best 
maintained and in which the aeration of the 
lungs is sufficient. Schultze’s method is 
certainly the most efficient one, but at the 
same time the most violent and the most 
chilling to the baby. However, in cases with 
fluid in the air passages not otherwise re- 
movable, it should be employed carefully for 
a short time in order to clear the bronchi. 
The Byrd-Dew substitution for Schultze’s 
method is less violent but does not clear the 
passages nearly so well. Compression of the 
thorax with the hand is likely either to pro- 
duce insufficient respiration or damage to 
the thoracic wall. La Bordes’s method of 
rhythmic traction on the tongue enjoys much 
more popularity than it deserves, (I believe). 
The use of alternating hot and cold baths, 
of spanking the buttocks and feet will be 
successful only in mild cases of asphyxia. 
Cold baths should certainly have no place 
at all in this treatment because it is most es- 
sential that the body heat of the baby be 
maintained. 
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Too little consideration is given by most 
physicians to the vital part that carbon diox- 
ide plays in respiration. It must be borne 
in mind that any means of artificial respira- 
tion employed at too fast a rate will lower 
the carbon dioxide of the blood to a level 
insufficient to stimulate respiration; a rate 
too slow will not supply enough oxygen so 
there is no golden rule to ascertain the cor- 
rect rate. Yandell Henderson in 1928 recom- 
mended that the baby be made to breathe 
oxygen containing 5 to 6 per cent carbon 
dioxide; this would be ideal were it not for 
the expense and the mechanical difficulties 
involved. Mouth-to-mouth breathing is just 
as physiological and can be applied to any 
case. Normal expired air contains enough 
oxygen for the baby and its carbon dioxide 
content will prevent the development of 
apnea or carbon dioxide deficiency in the 
asphyxiated baby. A combination of mouth- 
to-mouth breathing and the Byrd-Dew 
method of artificial respiration seems to me 
to be the most rational treatment. This 
must be continued for at least 30 minutes or 
longer, or until the baby begins breathing. 
The baby must be kept warm, either by be- 
ing supported in a tub of warm water or by 
being wrapped in a warm blanket. There 
should always be several layers of gauze be- 
tween the mouth of the operator and that of 
the baby to prevent introduction of bacteria 
into the baby’s mouth. Of course, this 
method would be very hazardous should the 
donor of this expired air be suffering from 
some acute upper respiratory infection. Care 
must also be taken not to make the move- 
ments too vigorous or to blow with enough 
force as to injure the baby’s lungs. Again 
let me insist that you do not give up too soon 
as it is not uncommon to have infants re- 
cover who for several hours have appeared 
dead. The work of Smith emphasizes this. 
He demonstrated by the electrocardiograph 
that after a newly born infant’s heart beat 
had disappeared clinically that it was still 
present. The gravity of this disorder in- 
creases with the duration and difficulties of 
labor and the weakness and the irregularity 


of the heart beat. Veit, many years ago, 
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showed by his statistics that the mortality 
after a second stage of labor of four hours 
or more was three times greater than when 
the second stage had lasted from one to two 
hours. Poppel estimates that the death rate 
of asphyxiated infants within the first week 
of life is seven times that of the baby born 
I feel that every effort 
should be exerted towards resuscitating these 
asphyxiated newborn babies. 


unasphyxiated. 


No one should 
ever satisfy his conscience by laying the baby 
aside and saying that if a baby will not 
breath by itself there is little need to work 
with it. Now I trust that since hearing this 
paper every physician doing obstetrics will 
resolve to practice better obstetrics, as I am 
thoroughly convinced that our infant mor- 
tality in the first days of life can be material- 
ly reduced. Diligent attention and prenatal 
management of the mother in order that any 
of the complications which would tend to 
produce asphyxia can be treated early and 
you can be ready to institute at once mea- 
sures which will at least give the infant the 
best chance for life. 

I have refrained from mentioning the spe- 
cial instruments of procedure such as 
Drinker respirator, administration of pure 
oxygen or its combination with carbon diox- 
ide, as they are procurable only in hospitals. 
The use of the different drugs such as cobe- 
line, caffein and strychnin, all have their 
places and are worthy of trial. 


DISCUSSION 

Dr. N. S. Womack (Jackson): Approximately 
-40,000 children die in the United States annually. 
Of this number, 60,000 deaths are due to antenatal 
and natal causes. As the doctor said, 28.6 per cent 
of these deaths occur the first day, and a large per- 
centage of these deaths are due to asphyxia neona- 
torum. This mortality rate is entirely too high. 

Now the causes are closely identified with the 
measures of prevention, the cause as considered 
from the maternal side—necessity for prenatal 
care. In the City of Denver in 1930, out of 1000 
pregnancies that were supervised from the begin- 
ning of pregnancy to delivery, as compared to 1000 
pregnancies unseen or uncontrolled or not exam- 
ined during that period of time, the mortality rate 
in the one unsupervised was 178 per 1000. The mor- 
tality rate for the babies whose mothers were close- 
ly supervised, who had been examined for pelvis 
ailments, diet, and all those things that make for 
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the health of the mother and the child, the mor- 
tality rate was 15 per 1000 as compared with 178 in 
the other. 

There is no question but that the use of opiates 
—of spinal anesthesia—the use of anesthetics in 
large doses, greatly magnify the mortality rate 
among new born. We cannot get away from it. It 
has been proven by numerous post mortems of new 
born babies that die the first day and after to the 
tenth day, that partial atelectasis exists. If we had 
a collapse of the entire lung we could make the 
diagnosis by roentgen ray, but in a great many the 
lungs dilat2 gradually during the first two weeks of 
life, and it is a good idea to have on hand and be 
prepared to use oxygen and carbon dioxide to ad- 
minister it every 12 or 24 hours to those cases who 
show signs of not breathing normally. 

The question of the close observation of the moth- 
er during pregnancy, her nutrition and her meas- 
urements are important. The administration of oxy- 
gen and the recognition of intracranial hemorrhage 
are important. 

Dr. Joe E. Green (Laurel): Dr. C. J. Lewis was 
to have discussed this paper, but he could not be 
present and he asked me to take his place. Dr. Ri- 
ley was a little bit worried he said he was, over the 
fact that these obstetricians might jump on him. 
We are mighty thankful! to him, because that is the 
one thing on this program we wanted. Just wait, 
we country doctors, and obstetricians and pediatri- 
cians are going to show you boys and surgeons 
something. This is a very important subject, and I 
had a paper I was going to give you Jackson boys 
on this very thing. How often have you doctors de- 
livered a baby and it was fine, but it just wouldn’t 
breathe, and you wondered what was the matter. 
{t is simple, and it can be prevented, and one of 
the things is the maternal side of it. You had bet- 
ter watch your babies for asphyxia neonatorum. 
The treatment of it is simple, the first thing that 
has been emphasized, we want to emphasize again. 
Ciear that baby and do it right. Lift that baby gen- 
tly and be sure you get all the fluid out of the 
mouth, and then throw them over your shoulder 
and spank them. 


There is a treatment—a simple treatment—I 


want to discuss with my good friend Riley, because 
he just doesn’t know about it. Oxygen and gas is 
the thing. The first is to use in delivering the baby 
where it is possible. I do it in the home. It is not 
such an expensve outfit, and when the baby is de- 
livered under gas, which is the best anesthetic in 
the world—give the mother plenty of oxygen, and 
you will not see a blue baby. If that fails you have 
gct a simpie, inexpensive remedy at home and you 
could get this instrument; the gas is already mixed 
properly in there; there is a bag that you can fill 
up with gas and carry it 15 miles in the country 
and if that baby won’t breathe but his heart is 
beating fine, give him one good shot of gas and 
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oxygen and you will see him turn from the color 
of these chairs and in about three or four minutes 
he will squeal like a panther. It is a shame and a 
disgrace the number of babies we are losing, be- 
cause we don’t give them the proper care. This out- 
fit is cheap and will take care of 23 babies. 

T have been trying to get these doctors to give 
blood for the last 10 years, even down in New Or- 
leans they have agreed there might be something to 
it. Don’t say the mother won’t permit it; they will 
let you do anything you want to. Pull out that 
Llood and shoot it in the baby and it won’t hurt 
him a bit. 

Dr. W. P. Robert (Vicksburg): I have been sit- 
ting here trying to summon enough courage to get 
up and express my appreciation to Dr. Riley for 
this most excellent essay upon a most timely sub- 
ject. After listening to Joe Green just now, it is 
possible that you can put up with a few remarks 
from me. 


The importance of asphyxia neonatorum as a 
cause of death should be apparent to every one 
here. The first quarter of an hour after birth is the 
most dangerous period of life. The mortality here 
1s aS great as that of any month thereafter. Intel- 
ligent treatment of the newborn would make a dif- 
ference of at least one life in every hundred and 
save more lives than the eradication of either polio- 
myelitis or encephalitis lethargica. Why are medi- 
cal students taught at length all the intricate 
methods of prolonging an old man’s life a few hours 
or days and so little, comparatively speaking, about 
the newborn infant who may grow up to be an Al 
Capone or President of the United States? 

The obstetrician can do much to prevent as- 
phyxia. The pediatrician seldom sees such a case 
unless it has been blue for an hour or so. The es- 
sayist has covered the causes very thoroughly, 
namely— 

1. Brain injury. 

2. Interference with placental circulation. 

3. Mechanical obstruction to breathing (due to 

congenital anomaly or aspiration of mucus. 

4. A depressed respiratory center due to drugs, 

anesthetics, etc. 


Up until three years ago the treatment of as- 
phyxia in the newborn was just as crude as it was 
one hundred and fifty years ago. Recently much 
more time and study has been spent in this field 
end many devices are sold today—Drinker’s ma- 
chine, McKesson’s gas machine and Flagg’s outfit 
for intra-trachael insufflation. They cost more than 
they are worth. With your permission, I’ll describe 
a very simple, practical and efficient method of 
handling the newborn. Hold the child by feet and 
milk the trachea with the finger. Clean the mouth 
with gauze. Wrap in a warm blanket and if not cry- 
ing by this time aspirate the pharynx with a 25c 
rubber bulb. If the baby is not breathing freely, 


some form of artificial respiration must be resorted 
to. If you can’t buy the $23.00 machine described 
by Joe Green, mouth to mouth insufflation will suf- 
fice. When the expected response is not obtained 
immediately, I resort to the following method, 
first suggested by Mathieu and Holman. Have baby 
in the warm blanket on a table with the head off 
and held extended. The right index finger is in- 
serted to the back part of the tongue and locating 
the slit at its base. A small sterile rubber catheter 
is inserted with the left hand so that the tip event- 
ually finds itself beneath the index finger and at 
the small slit. Then by slight depression of tip of 
catheter it is in the larynx. You may be sure that 
it is in the larynx by advancing the right index fin- 
ge: into the oesophagus. Next the catheter is 
pushed down 3 or 4 cms. and suction is applied. 
After being satisfied that the air passage is open, 
remove and clean the catheter. Reinsert and attach 
giass tube to its end, having cotton inside the tube 
to act as a filter. By alternately blowing through 
catheter and gently compressing the chest you have 
an efficient method of carrying on artificial respi- 
ration for hours if necessary. Of course the lungs 
of the newborn may be ruptured very easily. The 
tidal air at this time is only 40-45 ¢c.c., and our 
first inflation should be around fifteen c.c. If you'll 
just puff into the glass tube exactly as if you were 
blowing small smoke rings there will be no harm 
done. 

In certain cases, especially those due to mor- 
phine given to the mother during labor, alpha lobe- 
lin works like magic. The usual dose is 1/20th of 
a grain and the best place to administer it is in the 
umbilical vein. If the cord has been cut, milk the 
vein toward the umbilicus after the drug is given. 

Remember that all babies should be handled as 
if they had intracranial hemorrhage. As empha- 
sized by the essayist, be gentle. 


It is not practical to give blood to all newborns 
but I have made a practice of giving 15 c.c. of 
whole blood intra-muscularly to all prematures. 

Spinal punctures usually do more harm than 
good. If intracranial hemorrhage is suspected, give 
the blood as suggested and then wait several hours 
anyway before relieving the intra-cranial pressure. 

Again I want to thank Dr. Riley for bringing 
this very important subject to our attention. 

Dr. H. F. Garrison (Jackson): I would like to 
add a little note of thanks for the doctor’s paper. 
It certainly is timely; also Dr. Green’s and Dr. 
Robert’s discussions. I think the doctor has. gone 
into the subject very thoroughly, and has shown 
us that he has given it a great deal of thought and 
study. There is no doubt but what many babies 
have been lost all over this country, in all proba- 
bility, by a little too rough treatment. 

Dr. Green mentioned the simpler things. Of 
course, in the hospitals we have the more advan- 
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tageous use of our larger machines where we can 
measure our oxygen and carbon dioxide a little bet- 
ter, but in cases like he spoke of, going out in the 
country, it is very nice to have those things, be- 
cause lots of times a lot of babies can be saved by 
these simple things. 

The matter of the little bulb the doctor speaks of 
is very valuable and a lot of times is of great bene- 
fit. Dr. Riley has given us a very timely paper, and 
as Dr. Green mentioned we are very much inter- 
ested in babies and children and should certainly 
feel very deeply appreciative for this paper, and 
also for the discussions. 


I was especially interested in what Dr. Robert 
said about ihe spinal tap and the administration of 
blood. I think by far the most important is the ad- 
ministration of whole blood, the administration of 
the carbon dioxide and oxygen mixture is probably 
the two most important things and then the or- 
dinary cares that go along with it. Too rough treat- 
ment is the thing to be condemned in these cases. 

I appreciate Dr Riley’s paper and want to con- 
gratulate him, because he has certainly delivered 
a very timely paper. 

Dr. W. H. Frizell (Brookhaven): I want to con- 
gratulate, not so much Dr. Riley on the presenta- 
tion of his paper, because I had the pleasure of hav- 
ing him on my section once before, as the Chair- 
man of this Section on Medicine who was wise 
enough to include in his excellent program a topic 
to be discussed that is so frequently occurring in 
our practice. Have you stopped to think one time, 
gentlemen, what a great percentage of your prac- 
tice is in the diseases of children? Have you stopped 
tu go over it, you gentlemen of internal medicine, 
to think what a great percentage of your practice 
is under 12 years old? 

The other feature that Dr. Riley gave a most 
practical discussion on, that is how many of the 
babies of Mississippi are delivered at Mississippi 
hospitals, how many are delivered by pediatricians? 
We have scarcely a handful of men who lay claim 
to be pediatricians in Mississippi. That is itself a 
newborn child in the Mississippi practice. These 
things must be made, and there is one subject 
which is largely preventive—I am sure we don’t 
Pay enough attention to diet in the expectant 
mother. How often do you see a mother who is 
probably in the early months of pregnancy—who 
soon gets over her nausea and begins to pick up 
weight. Follow them, watch them gentlemen, don’t 
let them gain too much. They may have a large 
Pelvis, but you let them indulge too freely in carbo- 
hydrate and take on fat and you are going to have 


2 most difficult delivery. Take that into considera- 
tion. 


I want to say one thirg about pituitrin—a God- 
send in obstetrics, but it will not do to use indis- 
criminately; it will not do to use irrationally, but 
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a Godsend to mothers if used discreetly. I want to 
add that often I have seen some fine attendants at 
hospitals use ice. Give me hot water, hot towels. 
After the head is delivered, keep your hot applica- 
tions on your child’s head, and then make the 
child’s head dependent and don’t be too rough about 
it. If these little things will be watched I think we 
will add a great deal to bringing Mississippi 
cut and making it still higher. Only Arkansas is 
ahead of Mississippi in the South in this great 
work of bringing down our death rate in infants. 

Dr. Riley (closing): Just one other point which 
is of greater importance than many doctors seem 
to think. Do not give up your efforts towards re- 
suscitation of the newborn too soon. I have heard 
good doctors make the remark that if the newborn 
baby failed to breathe of its own accord there was 
ro need for help on the doctor’s part. Never be 
guilty of putting the baby aside without offering 
your assistance toward helping this baby to 
breathe. It has been shown by the electrocardio- 
graph that newborn babies’, although clinically 
dead, hearts were still functioning as long as 
thirty minutes thereafter. Remember your teach- 
ings towards the resuscitation of a drowning per- 
son, and do not give up too soon. 

I wish to thank everyone who kindly entered into 
the discussion of my paper. 





TUBERCULOSIS OF THE EYE: A 
SYNOPSIS OF THE CURRENT 
LITERATURE* 


B. S. GUYTON, M.D. 
OxrFrorp, Miss. 


The subject assigned to me was iritis, but 
our chairman was generous enough to sug- 
gest I might broaden the subject in any way 
I should wish. It is hard to divorce the iris 
from the other parts of the eye in discussing 
tuberculosis. I shall, therefore, in my re- 
marks include some observations on ocular 
tuberculosis in general, while quoting emin- 
ent authorities on the whole subject. 

Finnoff!: “1. Acute tuberculosis of the 
eye is rarely recognized as a distinct clinical 
entity in ophthalmic practice. 

“2. The clinical appearance of 
acute tuberculous, iritis is usually similar to 


*Read before the Section on Eye, Ear, Nose and 
Throat at the Sixty-sixth Annual Session of the 
Mississippi State Medical Association, 
May 10, 1933. 


Jackson, 








308 


acute iritis from causes other than tubercu- 
losis, although it is likely to run a milder 
course. 

“3. When acute tuberculous 
iritis occurs it is usually an early symptom of 
the chronic form of the disease. 

“4. Acute relapses often occur 
in the chronic form.” 

“Tuberculosis of the iris, like tuberculosis 
in other parts of the body, is essentially a 
chronic disease. It is characterized chiefly 
by the formation of nodules in the iris stroma, 
deposits on the posterior surface of the ccr- 
nea that resemble cold mutton fat, and event- 


ually the absorption of iris pigment. The 
diseased process is rarely confined to the 


iris but is usually associated with tuberculos- 
is of other parts of the uveal tract. 

“Without the presence of nodules in the 
iris it cannot be differentiated clinically from 
other forms of acute diffuse iritis. The only 
means available for accurate diagnosis is 
histological examination or animal inocula- 
tion of excised iris tissue. This is obviously 
impracticable in most cases. 

“In the nodular form one occasionally sees 
an acute onset, and in the beginning of the 
disease the inflammation resembles the iritis 
that occurs in focal infections, syphilis, and 
so on. The pain, photophobia, and other 
symptoms may be less severe in tuberculosis, 
but in other respects the symptoms may be 
the same. 
however, so-called mutton 
fat deposits appear on the posterior surface of 
the cornea in the tuberculous type, and nodular 
thickenings appear in the iris stroma or on its 
surface. Careful search with the corneal mi- 
croscope reveals evanescent grayish nodules at 
the pupillary margin of the iris.” 


“In a few weeks, 


In his experiments with two hundred rab- 
tits Finnoff* found conjunctivitis in all cases 
that had keratitis. 
develop in the conjuctiva and lids, and in nearly 
half of these tubercle bacilli could be found 
in the secretions. 


Also some had ulcers to 


He describes the choroiditis patches: III de- 
tined ova! patches, which were lighter in color 
than the surrounding fundus, were the first 


changes which occurred. These soon became 
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vellow in color—pigment granules began to ap- 
pear on the surface of the masses, and the tu- 
bercles became clearly circumscribed. The pig- 
ment which was seen on the surface of the 
tubercle gradually moved toward the periphery 
of the lesion and was deposited there. In the 
atrophic stage the lesions were seen as brilliant 
white, round or oval areas, with a few pigment 
granules scattered over the surface and pig- 
ment banked up at the margin of the lesion or 
as irregular peppered patches of pigment. Often 
localized detachments of 


the retina occurred 


ever the choroidal tubercles. These were seen 
as brilliant pearl-like areas in the fundus. 

“The first objective symptoms are seen in 
the iris, next in the cornea, then the conjunctiva 
and lids, and then the choroid. The typical iris 
findings are ridged iritis and caseous tubercles. 
The tubercles of the iris usually have blood ves- 
sels running over their surface.” 

Dr. Edward Jackson,* in discussing this pa- 
per, says: “Taking the large number in any 
community that are infected to some extent 
with tuberculosis, the cases presenting ocular 
lesions are unusual, or even rare. Repeatedly 
the fact has been brought out—that where the 
diagnosis was based on tuberculosis of the eye, 
the patients were found to be tuberculous else- 
where.” 


Jackson* also at another time has this to say: 
“At first there is no inflammatory hypereraia 
excited, to oppose the process of tubercle forma- 
tion—It is one of the dangers of tuberculosis 
that vascular reactions come late.” 

Verhoeff?: “Chronic tuberculosis of the iris 
is coming to be recognized as a common condi- 
tion. Smail tubercles, often visible on clinical 
examination, occur in the iris and can sometimes 
be found microscopically in a piece of iris re- 
moved by iridectomy for secondary glaucoma. 
The tubercles are composed of epithelioid and 
giant cells. The onset of the iritis is insidious 
and painless. Conglomerate tuberculosis of the 
iris is extremely rare. I have seen it in only 
two cases clinically. The condition occurs ex- 
clusively in young persons.” 

Regarding a case of acute iritis that he re- 
ported he stated: “I have never hitherto ob- 
served microscopically the type of iritis found 
in this case. The features of the case especially 
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noteworthy were the rapid onset with pain and 
congestion, the fibrinous exudate in the pupil, 
and the active exudation of macrophages from 
the posterior surface of the iris in the vicinity 
of the lesions. The clinical picture was that of 
an acute ‘rheumatic’ iritis. 

“This case, therefore, strongly suggests that 
some, possibly many, cases of acute iritis sup- 
posed to be due to dental infections and the like 
are really tuberculosis in origin. Certainly, in 
any case of acute iritis in which there is recog- 
nizable pulmonary tuberculosis, the iritis should 
now be suspected to be tuberculosis.” 

In reporting a case of localized chorioretini- 
tis in which the globe was enucleated and 
studied microscopically* he says: “In a typical 
early case, there is seen in the fundus a rounded 
or oval, almost white, slightly elevated area with 
iil defined margins, which may be about the size 
«* the optic disc or several times larger. With- 
in this area, the retinal vessels may be partly or 
wholly obscured. while the vessels approaching 
it may show white mantles and aparently con- 
stricted lumina. Occasionally, small hemorrhagic 
extravasations are seen within or adjacent to the 
area. In this vicinity, a number of small white 
spots may be observed, and rarely there is a 
smaller area nearby, similar to the larger one. 
The vitreous is filled with fine opacities. Later, 
there may be moderate ciliary congestion, des- 
cemetitis, and, in severe cases, posterior synechia. 
A delicate exudate may extend into the vitreous 
from the porus of the optic disc. The area be- 
comes more or less pigmented, but, as a rule, not 
markedly so until healing begins. The vitreous 
opacities may become larger and more numer- 
cus, and finally completely obscure the fundus. 
Aiter the process subsides, there is left an atro- 
phic, irregularly pigmented area in the choroid. 
The retinal vessels usually resume their normal 
appearance, 

“Since the microscopic examination showed it 
tu be tuberculosis, it is logical to assume, ex- 
cluding syphilis from consideration, that local- 
ized chorioretinitis is never produced by any 
cause other than tuberculosis. Certainly, there 
is no reliable evidence to the contrary. In my 
opinion, one microscopic section of a typical le- 
sion is far more valuable as evidence than all 
the infected tonsils, tooth roots, accessory si- 
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nuses, etc., that have been found in all the cases 
combined.” 

Wilmer® says that tuberculosis of the eyes 
was described as early as 1816. In discussing 
Finnoff’s conclusion that every tissue in the eye 
can be involved except the lens, he says that even 
the lens can be involved secondarily by having 
the circulation and nourishment interfered with. 
He quotes Derby as saying, in substance, that 
if you analyzed the American literature, tuber- 
culosis is perhaps given as the cause of uveitis 
in 10 per cent or less of the cases, in European 
literature 50 per cent and upwards. He thinks 
theirs too high and ours too low. 

Also he mentions various ophthalmologists 
who find tuberculosis of the eye in cases vary- 
ing between the extremes of one in 200 up to 
one in 4600. 

Prof. J. Meller of Vienna is mentioned as 
using tuberculin injections as a routine method 
of treating chronic iridocyelitis, and only when 
it fails, he uses other methods, claiming that a 
severe focal reaction confirms the tuberculous 
nature of the cases. 

Quoting Wilmer: “My limited experience 
conforms to that of others of wider knowledge 
that the patient who does not have a tuberculous 
focus is practically invulnerable to ordinary 
amounts of tuberculin, but when the contrary 
state exists, the patient’s tissues, including the 
skin, are sensitive to a minute amount. I have 
seen a very extreme general and local and dis- 
astrous focal reaction to 0.50 milligrams of O. 
T. injected under the skin in a suspected tuber- 
culous subiect, and no reaction whatever to 5.0 
milligrams in a person when it was necessary to 
quickly exclude tuberculosis. 

“After all sources of infection, except tuber- 
culosis, have been excluded, the intradermal use 
of O. T. affords a safe and definite method of 
determining the patient’s hypersusceptibility to 
tuberculin.” 

In making the intradermal test he injects one 
tenth cc. of the glycerin broth as a control, and 
1/10,000 milligram of O. T. is injected ten cm. 
from the control. The patient is watched care- 
iully forty-eight hours. If no reaction in forty- 
eight hours, then he gives another injection of 
1/1,000 milligram. In forty-eight hours, if no 
reaction, then 1/100 milligram is injected. He 
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continues increasing the injection up to 1.00 
milligram before calling the case negative 
from minus reactions. 

His theory is as follows in substance: Bouil- 
lon filtrate (O. T.) is used subcutaneously, 
1/1,000,000 milligram twice weekly, then 2/1,- 
000,000, then 3/1,000,000, etc., up to one milli- 
gram and even much higher under close obser- 
vation. If an unfavorable reaction develops, stop 
until the reaction disappears, and then drop 
back a bit on the size of the dose and come up 
again. General treatment is carried out, plus 
atropine if the iris is involved. 

Wilmer quotes Dr. George Douglas Head® 
thus: “I first began the use of Koch’s old tuber- 
culin subcutaneously for diagnostic purposes in 
the year 1895. Since that time I have tested 
more than one thousand persons suspected of 
harboring either pulmonary, pleural, glandular, 
peritoneal, bone and joint tuberculosis in so in- 
sidious a form as to require a specific test to es- 
tablish the diagnosis. I wish to state here that 
from a large experience extending over many 
years with abundant opportunity to watch pa- 
tients so tested from year to year, I have never 
observed any evidence to prove that tuberculosis 
was disseminated by the use of tuberculin sub- 
cutaneously, but, on the other hand, have a firm 
conviction that this diagnostic test with a good 
reaction has a healing effect upon the lesion in 
its insidious and low grade forms.” 

Woods and Rones? state that : “Four German 
observers report a total of 392 cases of various 
forms of ocular tuberculosis treated with tuber- 
culin injections. Of these 46.5 per cent are re- 
ported healed; 37.3 per cent improved; 16.2 per 
cent unimproved.” 

Since apparently healed cases have recur- 
tences they have the patients return every four 
months for retesting, and, if they give positive 
skin tests at any time, the therapeutic treatments 
are repeated, and while the initial dose is 1/1,- 
000,000 milligram the patients are carried up 
to sixty milligrams before the series of treat- 
ments are regarded as completed. In report- 
ing on a large number of cases, 10 per cent 
of the series had evidences of tuberculosis 
elsewhere than in the eyes, 25 per cent had 
recurrences after improvement, 45 per cent 
appeared healed, 45 per cent were improved, 
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and 10 per cent showed no improvement. 

Clapp® says: “1. Profuse retinal hemor- 
rhage in young adults is usually the result 
of tuberculosis. 

“2. Great care must be exercised in giving 
intradermal tuberculin test, as an erroneous in- 
terpretation may alter the diagnosis. 

“3. Tuberculous retinal lesions are usually 
benefitted and are often entirely healed by tu- 
berculin therapy when the tuberculin is given in 
properly graduated doses and under very care- 
ful supervision.” 

Lemoine!” of Kansas City thinks the reason 
for unfavorable results with the use of tuber- 
culin is due to the repeated injections being 
given in too short intervals, that the negative 
pl.ase from one injection is not over before the 
next is given. He uses the test and therapeutic 
treatments much the same as Wilmer’s described 
above, except that the time between treatments 
is longer. 

Suker and Cushman?! in reporting on sixteen 
private cases emphasized the general care of the 
patient particularly as to nourishment, and in 
regard to tuberculin treatment had this to say: 
“In view of the fact that ocular tuberculous le- 
sions are self-limited, we hesitate to claim too 
much for the treatment. But after watching 
the patients clinically, the improvement in their 
eye condition began so rapidly and continued so 
regularly, in contrast with their history of the 
duration of the process, that we feel that the 
tuberculous condition was definitely shortened 
by the use of tuberculin and the general care.” 

Their summary is: “To conclude, we believe 
that 

“(1) Chronic inflammatory conditions of 
the eyes are often tuberculous. 


“(2) Selected cases may be treated with tu- 
Lerculin. 
“(3) General therapy is just as important as 


specific therapy, and fundamentally improper 
nourishment may be the basic factor in the de- 
velopment of tuberculous infection as well as 
proper nourishment the great factor in its cure.” 

Lloyd!? of Brooklyn says that it is his con- 
viction that most of the so-called focal infec- 
tions of the eye are really tuberculosis. He uses 
the roentgen ray quite a bit in treating these 
cases. He says that “clinical experience and the 
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extended observations of well known observers, 
as well as the experiments of Finnoff and Cat- 
taneo, show the wisdom of considering every 
intraocular hemorrhage as a tuberculous lesion 
of a vessel unless other cause can be found.” 

Perhaps one of the most significant develop- 
ments in opthalmology is discussed in an edi- 
torial by Dr. Crisp!* on the subject, “Is 
Sympathetic Ophthalmia Tuberculosis?” He 
tells of the work of some Japanese on the use of 
tuberculosis vaccine (called A. O.) in cases of 
sympathetic ophthalmia, with wonderful results 
claimed. 

More significant yet is his description of the 
work of Meller and Lowenstein of Vienna in 
isolating the tubercle bacilli from the globes in 
cases of sympathetic ophthalmia. He says they 
quote and approve Hippel’s statement that “the 
histologic picture of sympathetic ophthalmia 
contains nothing that is in any respect in oppo- 
sition to the diagnosis of tuberculosis.” Meller 
uses the Japanese tuberculin A. O. and also mer- 
Cury in treating sympathetic ophthalmia, which 
he is positive has tuberculosis as its etiology. 

After having gone through a great deal of 
literature on this subject, much of which I 
can’t even mention for lack of time, I have ga- 
thered in substance the following impression of 
ideas from the majority of outstanding oph- 
thalmologists : 

1. Ocular tuberculosis, which has been re- 
garded by Americans as somewhat rare, is being 
diagnosed more often lately. By Europeans it is 
considered quite prevalent. 

2. Retinal hemorrhages in the young are con- 
ceded by most oculists as having tuberculosis 
as the etiology. 

3. Circumscribed or isolated patches of chori- 
oretinitis are probably of tuberculous etiology. 

4. Tuberculous iritis is usually a chronic 
process which had its beginning insidiously and 
without much pain, although there are excep- 
tions. 

5. No part of the eye, unless perhaps the lens, 
is immune. 

6. Intradermal tests with tuberculin are re- 
garded as safe and desirable in suspected cases 
by many emient oculists and considered as dan- 
gerous by a few. 
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7. Tuberculin used therapeutically. is accepted 
as the main line of treatment by the majority, 
with the usual general care which is advised in 
cther forms of tuberculosis. Some oculists are 
afraid of tuberculin therapy. 


8. Increasing evidence is being gathered to 
the effect that sympathetic ophthalmia may be 
tuberculous in nature. 


I wish to acknowledge with grateful appre- 
ciation the kindness of Dr. William C. Finnoff 
of Denver for lending me the lantern slides to 
be shown at this time. Dr. Finnoff’s wonderful 
work on this subject has been an inspiration to 
me, and I feel that his research articles could be 
read with great profit by any oculist. 
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DISCUSSION 


Dr. A. G. Wilde (Jackson): That the interior of 
the eye is liable to infection by the tubercle bacil- 
lus is a comparatively recent conception. Up to 1890 
it was regarded as immune to that type of involve- 
ment. We now recognize that ocular tuberculosis 
shows several clinical types, and it must be given 
serious consideration whenever we are confronted 
by a slowly progressive involvement of the uvea, 
with considerable thickening of the iris stroma, 
either diffusely or in nodules, and at the same time 
a surprisingly small amount of pain or inflamma- 
tory reaction. 
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The Europeans report a much greater incidence 
of tuberculous infection of the eye thar ourselves. 
This probably arises from two reasons. First, tu- 
berculosis itself is much more prevalent in clinical 
amounts than in this country. For instance in Au- 
stria, practically every young adult who was a 
child at the time of the war blockade, has a demon- 
sirable tuberculous infection. Second, due to their 
avid studies of microscopic pathology, they are 
more alert than ourselves in interpreting its clin- 
ical signs. 

In an endeavor t« learn the rate of tuberculous 
uveitis, I reviewed some of my clinical records, 
and of the last 51 cases tuberculosis was evidently 
the cause in nine, or about 18 per cent. This has 
not been found especially in the young, as our 
text books emphasize, but in middle life. They are 
usually women at or about the time of menopause 
who Delieve themselves in good health, and who de- 
velop this intraocular slowly progressive reaction, 
tnat has a predilection for the filtration angle. The 
surface markings of the iris are destroyed by the 
slowly accumulating exudate, the sclera overlying 
the region of Schlemm’s canal becomes thin so 
that the uveal pigment shows through, and in ad- 
vanced cases this goes on to actual perforation. 

The characteristic thing is the small amount of 
pain or acute inflammatory reaction. 

Synechias quickly develop, the pupillary space 
becomes filled with an inflammatory membrane, 
and the posterior surface of the cornea is thickly 
dotted with large wax-like or fatty droplets, that 
unfortunately called “decemititis”. As 
Decemet’s membrane is not involved in the inflam- 
matory process, such a term should never be em- 
ployed. This can last for years, with exacerbations 


have been 
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of one or two weeks whenever the individual’s re- 
sistence becomes low. Eventually the eye goes on 
to atrophy, due to the organization and contraction 
of the intra-ocular membranes. 

These patients are not among those showing 
frank and rapidly progressive pulmonary involve- 
ment. Personally I have been greatly disappointed 
by my inability to diagnose tuberculosis from fun- 
aus examinations. During three years I examined 
vil proven cases of tuberculosis at the Walter Reed 
General Hospital at Washington, and in only one 
did I discover what I assumed to be a miliary tu- 
bercule of the choroid. 

It is interesting to recall that not only is sym- 
pathetic ophthalmia typically tuberculous in its 
pathology, but that the iowly chalazion, is likewise 
identical. The former conception that these are 
cysts and arise from the Meibomian glands has 
been shown to be erroneous. There is no cystic 
membrane and they develop as a caseous degenera- 
tion of the tarsus that microscopically give the per- 
fect picture of tuberculosis. However the tubercle 
bacillus has never been demonstrated. We know 
these arise especially in negroes, in the poorly 
Lourished and the pre-tuberculous children but the 
offending bacillus has thus far eluded detection. 

Dr. H. R. Fairfax (Brookhaven): I personally 
want to thank Dr. Guyton for his excellent paper. 
The subject has been covered by Dr. Guyton and 
Dr. Wilde. 

De. We Ee 
€ral 


Hughes (Jackson): I have seen sev- 
cases like Dr. Guyton has described where 
atropin would control the condition. 

Dr. Guyton (closing): I have nothing to add fur- 
ther to this. As I stated in the beginning, there is 
nothing original in my paper. What I have given 
you is simply a digest. 
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REMOVAL OF THE THYROID IN 
HEART DISEASE 


Very frequently criticism is made of experi- 
mental studies because the applicability and 
practicability of the results are by no means 
clear cut and frequently are highly theoretic. At 
times, however, the application of research in- 
vestigation which appeared most remote at the 
time it was reported has proven ultimately to 
be extremely practical. A study of the blood 
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flow in certain thyroid conditions seems a far 
away problem from the control of congestive 
heart failure. Yet in a recent paper by Blum- 
gart and his associates* it is shown that because 
the speed of blood flow has been demonstrated 
to be increased in thyroid conditions, it is pos- 
sible to relieve congestive heart failure through 
decreasing the load on the circulation by reduc- 
Sub-total thyroid- 
ectomy will not do this, but these authors have 


ing the basal metabolic rate. 


found in a series of cases of congestive failure 
and anginal failure without thyroid disease that 
complete removal of the thyroid exerts a very 
definite improvement in the patient’s condition. 
It is true that these patients have only been ob- 
served for a short time, but certainly the results 
are almost encouraging. Thus two patients with 
angina pectoris have had no further heart pain 
since complete thyroidectomy. In the nine pa- 
tients with congestive failure who were unre- 
lieved after prolonged and adequate medical 
treatment, it is now possible for them to be up 
and about without cardiac symptoms, or signs 
of failure. One patient died from acute pulmon- 
ary edema twenty-two days after the opera- 
tion. 

These patients have shown some of the gross 
evidences of post-cperative hypothyroidism, but 
it has only been necessary in two instances, for 
short periods, to resort to substitution therapy. 
Such treatment in the other patients at the date 
of this report had not been indicated. 





DEATHS FROM INFECTIOUS AND 
PARASITIC DISEASES IN THE 
UNITED STATES 


During the year 1932 there died in this coun- 
try from all causes a total of one million, three 
hundred and four thousand and some odd people, 
a considerable improvement over the death rate 
of the previous two years. 

The infectious and parasitic diseases were re- 
sponsible for death in 156,492 instances. By 
‘ar the largest number of deaths in this group 
were occasioned by tuberculosis, with some 75,- 
~ *Blumgart, Herrman L., Riseman, Joseph E. F., 
Davis, David, and Berlin, David D.: Therapeutic ef- 
fect of total ablation of normal thyroid on congest- 


ive heart failure and angina pectoris. Arch. Int. 
Med., 52; 165, 1933. 
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000 people dying from this, it is believed, pre- 
ventable disease. Sixty-seven thousand of these 
people had tuberculosis in the respiratory sys- 
tem and the next most frequent system involved 
was the central nervous system and its cover- 
ings, with slightly over 2,000 deaths from this 
type of tuberculosis. Acute disseminated tuber- 
culosis caused a few over 1,000 deaths while tu- 
berculosis of the intestines was in numbers 
slightly under 2,000. It need hardly be em- 
phasized that many of the respiratory system 
deaths were associated with tuberculosis else- 
where. Syphilis is recorded as causing 10,664 
deaths, a totally inadequate and misleading 
number because the disease is undoubtedly re- 
sponsible for innumerable numbers of deaths 
that are listed under some other cause, an ex- 
ample of which is seen in the 7,000 deaths from 
syphilis of the central nervous system listed un- 
der another name. The same might be said of 
syphilis in regard to its involvement of the 
heart and blood vessels. 


Next to tuberculosis, influenza brought about 
a greater number of deaths than any other of 
the infectious diseases. The rate of influenza 
incidentally has almost doubled in the past three 
years. The next two diseases in frequency in 
regard to death rate are whooping cough and 
diphtheria, each of which cause over 5,000 
deaths in children every year. Whooping 
cough, in so far as we know, is a disease which 
cannot be adequately controlled, but such cannot 
be said of diphtheria. There is absolutely no 
excuse for any child dying of diphtheria. An 
optimistic note can be heard from the fact that 
diphtheria deaths have decreased about 400 in 
the past year. Scarlet fever, in spite of the fact 
that it is occurring in much milder form than 
in the old days, caused slightly over 2,500 
deaths in the United States, and measles, “the 
most infectious of infectious diseases,” dropped 
from the figures of 3,500 the preceding years to 
slightly under 2,000. The death rate of measles 
is not predictable because epidemics come and 
go in cycles of four or five years. Obviously 
1932 was a year in which measles was not very 
wide spread in the United States. 

Typhoid fever, with its 4,356 deaths, is a de- 
clining cause of mortality but even then there 
are entirely too many deaths from this strictly 
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preventable disease. Arother preventable dis- 
ease is malaria, yet 2,567 persons died from a 
disease which is not only preventable but should 
be curable, 

Smallpox caused only 38 deaths in the United 
States, demonstrating what can be done in the 
prevention of infectious diseases. Erysipelas 
brought on 1,900 deaths, while leprosy killed 
only 25. Poliomyelitis and lethargic encephala- 
tis each caused somewhat over 800 deaths while 
epidemic cerebro-spinal meningitis occasioned 
1,655. The figures for these infections of the 
central nervous system are materially lowered 


from those of 1931 and 1930. 


When all the various forms of infectious dis- 
cases are considered it can readily be appreciated 
that most of them are preventable. There is no 
more reason why there should be over a thou- 
sand deaths from tetanus in this country any 
more than there should be over 75,000 deaths 
irom tuberculosis. Perhaps sometime in the 
distant future it will be possible through educa- 
tien and through hygienic control of the people 
as a whole and as integra! members of society to 
control practically all the infectious diseases. 
Such is not the case at the present time but it is 
a much to be hoped for desidiratum. 





NEWS OF THE E. R. A. 


In the State of Louisiana considerable pro- 
gress has been made in securing action from the 
administrators of the Federal Emergency Relief 
funds. The progress that has been made is 
rapid, and were it not for the fact that there 
has been considerable delay in the parish societies 
in answering the questionnaire sent out from the 
State Society, probably the final arrangements 
to pay the physicians for services rendered to 
those on the Emergency Relief rolls would have 
been consummated. However, it is hoped that 
replies will come in more promptly than they 
have. 

In the State of Mississippi the schedule of 
tees has been arranged between the medical pro- 
fession through its representatives and the State 
Relief Administrators. Probably medical relief 
is now functioning in this State. 

The physician should bear in mind that the 
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funds in the hands of the Relief Administrator 
are limited, and that it is necessary for him to 
spread the moneys assigned by the National 
Government over as broad a surface as possible. 
Therefore, when the relief arrangements are 
completed, it is decidedly the duty of the doctor 
to cooperate in’ every possible way with the ad- 
ministrators. Such cooperation implies a mini- 
mum numiber of calls commensurate with the 
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safety and proper care of the patient, the dis- 
pensing of inexpensive drugs, and demanding 
only such nursing service as is absolutely needed. 
It is only through the help of the physician that 
efficient and economic service can be rendered. 

In conjunction with this matter, the reader 
should note the letter of Dr. C. A. Weiss to 
Governor O. K. Allen, a copy of which is in 
the Louisiana State News. 





HOSPITAL STAFF 


TOURO INFIRMARY STAFF MEETING 

The first regular meeting of the Touro Infirmary 
Staffi since summer vacation was held Wednesday, 
October 11, 1933, at 8:00 P. M. Dr. I. I. Lemann, 
Chairman, presided. 

Dr. D. C. Browne presented two cases of bacterial 
ailergy. One was 2 case of marked pylorospasm, 
the other a case of asthma in a young girl, 12 years 
of age. Both were treated with vaccines prepared 
from foci of infections, in addition to the eradica- 
tion of these foci. Both were apparently cured. 

The cases were discussed by Drs. Heninger, Sil- 
verman, Efron, and Womack. 

Dr. A. L. Levin! showed two patients. The first 
was a girl of 10 years of age who had recovered 
from malignant neutropenia. The second case was 
an individual who apparently had had pernicious 
anemia with a normal gastric juice. This man was 
76 years of age. 

These cases of Dr. Levin were discussed by 
Kearney, Silverman, Eshleman, Fershtand 
Lemann. 

Dr. L. Landry demonstrated radiograms 
discussed the technic and us@ of bone grafts. 
Gessner discussed the presentation. 

There followed a presentation of several interest- 
ing cases with their autopsy records, selected by 
the program committee. These were discussed by 
the staff prior to the reading of the autopsy proto- 
cols. 


Drs. 
and 


and 
Dr. 


Willard R. Wirth, M. D. 


MERCY HOSPITAL STAFF MEETING 


The Mercy Hospital Staff resumed its regular 
meetings September 28, 1933, being called to order 
by the President, Dr. Frank Chalaron. 

The most important business was that which took 
place during the Executive Session, which was the 
reading and adoption of the new constitution and 
by-laws as amended by the Committee, composed 
of Drs. E. L. Leckert, Chairman, E. A. Ficklen, J. 
J. Irwin, W. P. Gardiner, Theo. F. Kirn. The new 
constitution and by-laws were adopted in toto with 
exception of the meeting night, which was changed 
from the third Friday to the third Thursday of 
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each month. Next in order was the reading and 
adoption of the Rules and Regulations for the In- 
ternes, as drawn up by a Committee composed of 
Drs. J. Brierre, Sr., E. Zander, and Theo. F. Kirn. 

A very interesting presentation was that of Dr. 
Philip deVerges, who discussed spontaneous pneu- 
mothorax illustrating by a case report in an infant 
19 months old. X-ray pictures of this case from 
‘ts onset to its final discharge were shown by Dr. 
DeVerges. He said in part in discussing this in- 
teresting condition that it is a disease which is 
rare in children under three years of age. It was 
first recognized in 1803, but Laenec in 1817 first 
discovered it as a clinical entity. Tuberculosis, the 
usual cause in adults, probably plays a small part 
in the infantile form of the disease. 

There are a number of theories regarding the 
actual rupture of the lung tissue. The most com- 
monly accepted ones are: Ulceration of a sub- 
pieural tubercle, tearing of a small rent in the vis- 
ceral pleura by an adhesion or tag attached to the 
chest wall, rupture of an emphysematous bleb and 
the rupture into the pleural cavity of an abscess. 
In those cases where the accident follows, a sudden 
and perhaps severe strain or effort such as hard 
coughing, a severe jolt, a rupture bleb or the pull 
by an adhesion is usually the offering cause. Pneu- 
mothorax has been divided into the open, closed 
and valvular type depending upon the nature of 
the opening into the pleural cavity. Recent study of 
the mechanism of nneumothorax tends to consider 
most of them as more or less valvular in the be- 
ginning, air entering on inspiration with less dif- 
ficulty than it is expelled on expiration. It will con- 
tinue to enter a patent opening so long as the in- 
trapleural pressure is negative and after becoming 
positive aids in closing the opening, and the edges, 
if they approximate may heal. This explains why 
ijn so many cases aspiration of air is promptly 
followed by a return of the distressing symptoms 
since the negative pressure produced, reopens the 
perforation. This fact is the basis for treating 
some of these cases by injecting more air. In ad- 
Cition to the size and nature of the opening, an- 
other prominent factor influencing the character 








> 
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and course of a pneumothorax is the matter of al- 
hesions. In their absence, the pneumothorax is 
complete and the lung lies in the vertebral! gutter 
like a sausage. Where adhesions are prevalent the 
pneumothorax is partial or localized and to an ex- 
tent depending on the size, location and number 
ef them. The symptoms and physical signs are 
usually striking. 


ANDERSON INFIRMARY STAFF MEETING 

Meridian, Miss. 

The regular monthly meeting of the Staff of the 
Anderson Infirmary was held on October 6, with 
the following members present: Drs. H. L. Arnold, 
W. J. Anderson, W. Jeff Anderson, J. T. Bailey, 
James Bennett, T. L. Bennett, T. G. Cleveland, 
Virgil Creekmofe, M. L. Flynt, R. L. Fowler, H. S. 
Guily, Walter Holladay, E. B. Key, William Krauss, 
F. G. Riley, Carl Stingily, T. A. Strain and H. F. 
Tatum. 

The meeting was called to order at 7:00 P. M. 
by the president, Dr. T. G. Cleveland; after which 
the minuies of the last meeting were read and 
epproved. A, motion was made and passed to dis- 
pense with the reading of the reports from fhe 
various departments of the hospital for the past 
month on account of consuming the time tiat was 
to be used in the discussion of two interesting 
clinics presented by Drs. Virgil Creekmore, and H. 
S. Gully. 

Vhe first case was one of marked visceroptosis 
complicated with chronic malaria. Laboratory and 
roentgenray findings were presented and discussed 
by Drs. M. L. Flynt, William Krauss, Carl Stingily, 
and H. S. Gully. 

The second cas@ was one of infectious nephritis 
following an attack of influenza about March 1 of 
this year. Patient. colored male, aged 21 years; 
blood pressure 267/180; heart compensating. Dis- 
cussions hy Drs. Carl Stingily, H. F. Tatum, M. L. 
I'lynt, F. G. Riley, and Walter Holladay. 

Following adjournment the Staff retired to the 
Cining room for lunch. 

Meridian, 
October 10, 1933. 


KING’S DAUGHTERS’ HOSPITAL STAFF 
MEETING 
Greenville, Miss. 

The King’s Daughters’ Hospital has for the past 
few years served a delightful banquet dinner to 
members of its medical staff at their regular 
inonthly meeting. This banquet, prepared by Miss 
Jean Peck. dietician, was enjoyed by all, preceding 
the staff meeting. Wednesday, October 5. Dr. C. 
P. Thompson, the chairman, presided, and but few 
members were absent. 

After disposing of routine business the meeting 
proceeded to its scientific program. 
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Dr. G. W. Eubanks presented the history and 
findings related to a case of sporadic anterior polio- 
myelitis. The patient, a boy aged 17 years, had 
suffered an attack cf chills and fever, with severe 
beadaches three weeks earlier. He had been given 
quinine and had cortinued taking five grains daily 
until first seen by Dr. Eubanks. He had had no 
chills and believed that he had had no fever after 
the first three days. He was able to be up and do 
scme work but tired easily. Three weeks after his 
attack of chills, while picking cotton, he noticed 
some difficulty in grasping the bolls. He developed 
headache and pain in his arms and the calves of 
his legs. He stopped work and while waiking 
home stumbled and fell twice, though not dizzy. 
He was in bed for five days with headache, malaise, 
end great weakness of arms and legs. When first 
seen by Dr. Eubanks he was unable to move any of 
ihe extreiaities, except slightly, and all deep re- 
flexes were abolished. There seemed to be some 
immobility of facial muscles, but no definite in- 
volvement of cranial nerves or pupilary reflexes. 
At no time had he been abnormally sleepy or ment- 
ally disturbed. The physical examination was en- 
tirely negative except for the paralysis; tempera- 
ture 98.6°F. The spinal fluid was under slight 
(not measured) excess of pressure, and the cells 
numbered 18, all lymphocytes. Blood and spinal 
fluid Wassermann reactions were negative. There 
were 12,800 leukocytes per cu. mm., 70 per cent 
polynuclears. Continued rest in bed was advised, 
quinine was discontinued and elimination promoted. 
At present, after one week, the paralysis has de- 
creased. He is able to move both arms and can 
siand and take a few steps with difficulty. 


Dr. Eubanks presented the case as one of polio- 
nyelitis developing extensive and practically sym- 
metrical paralysis, the acute state having been un- 
noticed by the patient. Encephalitis seemed to be 
excluded hy the lack of cerebral symptoms and the 
normal ocular reflexes. 


Dr. R. E. Wilson said the case resembled multiple 
neuritis, which sometimes follows malaria and 
quinine therapy, but that the spinal cell count and 
rather rapid improvement were against this diag- 
nosis. 


Current medical literature was reviewed by Dr. 
D. C. Montgomery and Dr. H. A. Gamble. 


Dr. Shackleford, county Board of Health officer, 
informed the staff that malaria was still on the 
increase, and that a local outbreak of scarlet fever 
had apparently been controlled without spreading 
to other localities. 


John A. Beals, 
Secretary. 


Greenville, 
Cctober 6, 1933. 
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MISSISSIPPI BAPTIST HOSPITAL 
STAFF MEETING 
Jackson, Miss. 

The regular staff meetings of the Mississippi Bap- 
tist Hospital were resumed on September 19, with 
°4 members present. Dinner was enjoyed in the 
dining room of the hospital. 

The superintendent of the hospital, Mr. Alliston, 
made a few remarks on the condition of the hospital 
and was called out, having to leave early. 

A discussion of the staff rules and regulations 
and pledg2 to be signed was entered into and copies 
of the same were presented to all those present. A 
mction was made by Dr. Armstrong and seconded 
by Dr. Wall that the rule in regard to the pre- 
operative record and operative record was not be- 
ing adhered to and that the president write a letter 
to the superintendent calling this fact to his atten- 
tion and asking that he take action accordingly. 

Dr. Garrison made a short talk on the free use 
of the operating room on Sunday when same was 
not necessary and asked that the staff try to give 
the corps in the operating room as much rest as 
possible on Sunday. 

The list of interesting causes of deaths that had 
occurred in the hospital since the last meeting in 
June was discussed and offered some interesting 
facts. 

The committee on the courtesy division of the 
staff will be ready to report at the next meeting 
in October. 

L. W. Long, 
Secretary. 
Jackson, 
Cctober 10, 1933. 


VICKSBURG SANITARIUM STAFF MEETING 

The reguiar monthly meeting of the Staff of the 
Vicksburg Sanitarium was held on Monday, October 
9, at 6:30 P. M. After reports from the Records 
Department and Analysis of the Work of The Hos- 
pi:al and a report of vital statistics from the War- 
ren County Health Department by Dr. F. Michael 
Smith, Director, the following cases from the 
Cancer Clinic were discussed. 

Carcinoma of Prostate-——Dr. R. A. Street, Jr. 

Squamous Cell Carcinoma of Cervix Uteri, (Grade 
1).—Dr. G. M. Street. 

Squamous Cell Carcinoma of Toe (Grade I).—Dr. 
J. A. K. Birchett, Jr. 

Basal Cell Carcinoma of Shoulder.—Dr. G. M. 
Street. 

Squamous Cell Carcinoma of Penis (Grade III).— 
Dr. J. A. K. Birchett, Jr. 

Special Case Reports were presented and dis- 
cussed as follows: 

1) Staphylococcemia 
Arm.—Dr. G. M. Street. 

(2) Hyperthyroidism.—(Two Cases).—Dr. J. A. 
K. Birchett, Jr. 


Following Infection of 


317 


(3) Blood Dyscrasia.—Dr. R. A. Street, Jr. 

Three Minute Reports of the Literature ‘of the 
Month were given as follows: 

1. Arachnidism.—Dr. L. S. Lippincott. 

2. Guanidine Intoxication—Dr. G. C. Jarratt. 
3. Roentgen ray Examination of Children for 
Tuberculosis.—Dr. R. A. Street, Jr. 

Dr. L. S. Lippincott discussed the high incidence 
of malaria this year and presented comparative 
figures of blood examinations showing malaria in 
the period from January 1, 1920 to September 1, 
1933. The average positive findings for the period 
by months were as follows: January 0.3 per cent; 
February 0.6 per cnt; March 0.7 per cent; April 1.0 
per cent; May 1.8 per cent; June 2.6 per cent; July 
3.6 per cent; August 3.8 per cent; September 4.8 
per cent; October 4.7 per cent; November 2.9 per 
cent; December 1.8 per cent. For the period the 
total examinations for malaria were 41,615 with 
positive findings in 2.3 per cent (13 years, 9 
months). Positive findings for this year from 
January 1 to September 30, were 4.3 per cent. 
Riood examinations for September, 1933 showed 
malaria in 11.7 per cent, the highest in more than 
thirteen years and more than double the average 
for the period. 

Dr. F. Michael Smith, Director of the Warren 
County Health Department, presented a graph of 
the incidence of reported malaria for the City of 
Vicksburg and Warren County for the years of 
1950, 1931, 1932, and 1933. The graph was based 
on cases of malaria reported by physicians, some 
of which were not proved by blood examinations. 
The highest incidence in the period reported was in 
September, 1933, with 125 cases. The next highest 
incidence was in September, 1932, with 45 cases 
reported. 

The staf? voted to refer the matter to the Issa- 
quena-Sharkey-Warren Counties Medical Society 
with the suggestion that a committee be appointed, 
that committee to invite other interested bodies 
and organizations to aid in bringing about an eradi- 
cation of n:osquitoes in this community. 

The meeting closed with a lunch. 

The next meeting of the staff will be held on 
Tuesday, November 14, at 6:30 P. M. 

Abstract.—Staphylococcemia Following Infection 
of Arm.—Dr. G. M. Street. 

Patient..—White female, aged 16 years, student, 
admitted ts hospital September 13, 1933. 

Present Complaint.—Swelling, pain, redness, and 
open discharging ulcer upper third of left forearm. 
Continuous high’ fever, irregular chills, great pros- 
tration, nausea and vomiting, pain in upper left 
chest and shoulder. History of Present Complaint. 
—QOnset about two weeks ago, while riding, horse 
fell, throwing her over head. Left arm cut and 
scratched in the gravel of the road. Little atten- 
tion was given to the wound other than having 
the scratches painted with iodine. Several days 
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later one of the wounds began to become swollen 
and painful and has steadily grown worse. Three or 
four days ago began having chills and fever, Was 
treated for malaria without any benefit. Swelling 
and pain in the arm has continually increased al- 
though one area apparently localized and has be- 
gun to discharge pus. Temperature higher each 
day and now continuous. A present 105°F and has 
been 103°F and 105°F for the past 24 hours. Past 
History.—Can recall no serious illnesses. Always 
strong, robust and healthy. Family History.—Not 
remarkable. Physical Examination.—Temperature 
105°F.; pulse 110, regular; blood pressure 112/76; 
respiration 22, regular. Well nourished. Tongue 
coated. Large tender nodes in left axilla. Left arm 
and forearm greatly swollen; discharging abscess 
at upper third of forearm; numerous blebs cover- 
ing area xround the discharging opening. Large 
area of bluish red to bright red brawny hard swell- 
ing around this area. Left hand swollen and tight 
but not red. Heart rapid; apparently some en- 
largement; faint systolic murmur over the apex, 
not transmitted. Some rales, slight dullness of 
1ight lung. Moderate tympanites. Laboratory.— 
Urine negative. Blood: Leukocytes, 15,600; small 
lymphocytes 17 per cent, large lymphocytes 2 per 
cent, neutrophils 81 per cent of which 34 per cent 
were band forms. No malaria found. Blood cul- 
ture showed gram positive Staphylococcus albus in 
24 hours; confirmed by another blood culture two 
days later. Culture from dscharging abscess showed 
many gram positive Staphylococcus albus and 
many gram negative bacilli. Course and Treat- 
ment—Glucose, 5 per cent in saline, 1,000 ec., intra- 
venously, September 13 and September 16. 
Blood transfusion 500 cc., citrated whole blood, Sep- 
tember 14. Staphy!ococcus bacteriophage, 10 cc. 
in 500 cc. normal saline, intravenously September 
16. Massive wet dressings were kept on the entire 
upper left extremity continuously. Systomatic 
general treatment. Oxygen tent used the last 36 
hours on account of cyanosis and difficulty in 
breathing. Temperature continued to range be- 
tween 103°F and 106°F. Death occurred on Sep- 
tember 19, 1933. 


Abstract.—Hyperthyroidism.—Dr. 
chett, Jr. 

Patient—White female, aged 38 years, married, 
first seen in clinic, July 19. 


J. A. K. Bir- 


Present Complaint—For past year has been feel- 
ing badly; no definite symptons except irritability, 
loss of weight and shortness of breath. Went to 
family physician, who told her that she had heart 
trouble and gave her digitalis and advised rest. 
For past two months has been much worse, has 
nervous spells with crying, and says her heart 
feela as if it were going to jump out of her body. 
Her sister noting ber condition insisted that she 
come in for examination and basal metabolism. 
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Past History—General health good up until year ago 
when present condition developed. Has two chil- 
dren, normal deliveries. Family History—Father 
living and well, aged 68 years; mother living and 
well, age 70; one sister living and well. No tuber- 
cnlosis, cancer, or goitre in family. Physical Ex- 
amination-- Tall, gaunt looking, white female ex- 
tremely nervous, marked tremor and typical masked 
appearance of exophthalmic goitre. Heart rate 160, 
sounds weak, and soft systolic murmur at base. The 
physical examination otherwise was negative. 
Laboratory—Wassermann, Kline and Young, and 
Kahn tests, negative. Blood picture normal. Basal 
tinetabolism, DuBois +60 per cent; Harris-Benedict 
-+-78 per cont. Course and Treatment—Admitted to 
hospital July 19, 1933. Under observation, taking 
large doses of Lugol’s solution, 30 minims three 
times a Cay, and away from excitement. August 
4, basal rate showed improvement, Dubois +52 
rer cent and Harris-Benedict +68 per cent. August 
5, Lugol’s solution was increased to one dram three 
times a day and on August 10 basal metabolic rate 
was DuBois +16 per cent and Harris-Benedict 
+30 per cent. August 12—Subtotal thyroidectomy 
under local anesthesia with preliminary nembu- 
tal, morphine, and hyoscine. The gland was large, 
very friable and bled freely; approximately five- 
sixth of gland was removed. Operation was well 
borne, no gas being necessary. Voice control was 
normal during and after surgery. There was a rath- 
er marked exaccerbation after patient was put to 
bed, pulse rate being 200. Oxygen was started and 
condition began to improve rapidly. Glucose was 
given intravenously twice daily for three days and 
Lugol’s solution, ten minims three times a day, by 
mouth as soon as able to swallow comfortably. Pa- 
tient improved rapidly and was discharged from 
hospital on ninth postoperative day. Condition at 
this time excellent. Heart rate is 80, no tremor and 
has gained 18 pounds of weight. 


Patient—White female, aged 48 years, married. 

Present Complaint—Nervousness, loss of weight, 
sense of heaviness in chest. Palpitation of heart. 
History of Present Complaint—In January of this 
year began to get nervous with rapid loss of weight; 
in 60 days lost 30 pounds. While working overtime 
as bank clerk began to “go to pieces”; would have 
to go to rest room and have crying spells with ex- 
tensive nervousness; when attacks were over pulse 
would be very rapid and would feel extremely 
weak. This went on for seven weeks when on the 
$th of April there was a complete collapse and she 
was taken home from her work in a very agitated 
and upset condition and when seen by me was in 
the midst of a hyperthyroid exaccerbation; pulse 
180, laughing and crying at intervals, very nervous, 
tremor marked. Past History—Three normal de- 
liveries; eclampsia with last baby. Menorrliagia 
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which was controlled by radium in 1929; append- 
ectomy in 1912. For past four years general health 
has been excellent. Family History—Father dead, 
aged 75 years; mother dead, aged 80 years, pneu- 
monia; two brothers dead, one tuberculosis, one 
gunshot wound. No cancer in family. Several mem- 
ters of family have had thyroid enlargement and 
two aunts were operated upon for this condition. 
Physical Examination—Under nourished and de- 
veloped female evidently suffering with acute wast- 
ing disturbance. Evidence of enlargement of thyroid 
with the right lobe mostly involved. Dental caries; 
small buried tonsils. Tendency to exophthalmos. 
Pulse 150, no murmurs. Well healed appendectomy 
scar (right rectus). Skin dry and brawny. Reflexes 
hyperacute. Laboratory—Wassermann, Kline and 
Young, and Kahn tests, negative, blood picture 
negative; no anemia; urine negative. Basal meta- 
bolic rate DuBois +33 per cent, Harris-Benedict 
+42 per cent. Course and Treatment—Patient was 
told that surgery was necessary for a cure but de- 
clined to have this method of treatment. Rest in 
bed with Lugol’s solution, ten minims, three times 
a day was given. Improvement was very slow, the 
next basal metabolic rate on May 16 showed DuBois 
+58 per cent and Harris-Benedict +47 per cent. As 
condition was going from bad to worse we advised 
ligation of thyroid arteries so as to get patient in 
condition for thyroidectomy. On May 15, double 
ligation of superior thyroids was done as basal 
metabolic rate was going up (from +26 on May 8 
to +47 on May 16). The reaction from this slight 
surgical procedure was most severe. A marked 
thyrotoxicusis developed which almost overwhelmed 
the patient and she only recovered because of use 
of oxygen continuously for 72 hours and large 
amounts of glucose solution intravenously. Mor- 
phine was also given freely. After this exaccerba- 
tion had subsided the patient refused further sur- 
gical treatment. 

We then turned to roentgen ray and she received 
20 minutes for eight doses over thyroid. There 
was no evidence of any marked improvement four 
weeks after the first roentgen ray treatment was 
given. The patient was getting very discouraged 
and it looked as if we were in a rather hopeless 
state when I decided, on consultation with Dr. 
Ochsner of Tulane, to give large doses of Lugol’s 
solution. I had been giving only 15 minims three 
timeg a day. I, therefore, gave dram doses of Lu- 
gol’s solution three times a day for a period of 10 
cays and then took a basal metabolic reading, 
which showed a rate of +13. The nervousness was 
much relieved and the pulse rate was 110. With the 
basal rate down and the toxicity of the patient so 
much relieved she welcomed surgery as a method 
of relief when she was told that she would have a 
recurrence of the toxic symptoms after the effects 
of the Lugol’s solution had worn off. She gladly 
accepted and subtotal thyroidectomy was done on 
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August 2. There wes little reaction from surgery, 
although all precautions were taken including 
placing patient in oxygen chamber immediately for 
24 hours. Patient is now at work, has gained 25 
pounds and all symptoms have disappeared. Com- 
ment—These cases are presented because of the 
good results obtained from much larger doses of 
Lugol’s solution than are usually advised. It has 
teen thought that large doses of Lugol’s solution 
were toxic but there was no evidence of toxicity 
in these cases. 


Abstract—Blood Dyscrasia.—Dr. R. A. Street, Jr. 

Patient—--White female, aged 56 years, widow, ad- 
mitted to the hospital September 24, 1933. 

Present Complaint—Sharp pains across lower 
lumbar region and down both hips; bleeding from 
gums; purpuric spcts over lower and upper ex- 
tremities. History of Present Illness—One and one- 
half months ago began to note sharp pains across 
the lower lumbar region and down both hips; sev- 
eral large blue spots on the inner aspects of both 
thighs. Confined to bed by the pain. Local physi- 
cian prescribed brown pills to be taken at night 
and followed by a saline purgative the following 
morning. Patient thought pills were calomel. 
Rapid improvement in pain and several days later 
was able to be up and about. At this time noted 
swelling of gums but no bleeding and no soreness 
of mouth or throat. This soon subsided. Felt much 
improved up to ten days before admission when 
siight bleeding from gums occurred and large and 
small purpuric spots appeared over lower and up- 
rer extremities but not on body. Local physician 
egain consulted and prescribed calcium by mouth 
and rest in bed. Condition did not improve. There 
ras been moderate fever at times during the day 
not associated with cough, sweats or any abdominal 
pain. No history of tarry stools or hematemesis. Ap- 
petite not as good as usual but no nausea. Bowels 
are sluggish and there has been some gaseous dis- 
tention since onset of illness. No history of taking 
any drug before onset of present illness or of hav- 
ing had any injection. No renal or cardiac symp- 
toms. No history of vertigo or gait disturbance, no 
visual disturbance. Past History—General health 
excellent up to onset of present illness. No appre- 
ciable loss of weight at any time; gained in weight 
during past year or so. Menstrual history normal 
up to ten vears ago when there was excessive bleed- 
ing at periods and some clots were passed. Patient 
was admitted to this hospital and complete hyster- 
ectomy, cholecystectomy, appendectomy, and exci- 
sion of a breast tumor were performed by Dr. Gus 
Street on July 10, 1925. Pathological report showed 
adeno-carcinoma of left breast; appendicitis, chron- 
ic; endometritis chronic; adenoma of endometrium 
(polyp); salpingitis, chronic, bilateral; cystoma of 
evary (bilateral); one papilliferous. Recovery was 
uneventful and there was no further trouble up to 
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four months ago when physical examination showed 
a few internal hemorrhoids of little significance. 
Scarlet fever at age four; no history of malaria or 
typhoid. No history of excessive bleeding from in- 
juries or excessive blue spots from pinches - or 
blows, or spontaneous. Family History—Father 
killed by gunshot wound at age of 40 years; moth- 
er living in fair health, aged 85 years; one half- 
sister living and well. No tuberculosis, cancer, in- 
sanity or blood dyscrasia. Husband died 18 years 
ago of malarial hemoglobinuria. Physical examina- 
tion—Temperature 101.4°F.; pulse 130; respira- 
tron 22; blood pressure 120/70. Well developed; 
fairly well nourished; sallow complexion; gen- 
eralized pallor. Skin warm and dry. Eye fundi 
slowed moderate arteriosclerosis; several old and 
new areas of small hemorrhages in both right and 
left retinae. Conjunctiviae pale. Nasal mucous mem- 
brane pale; pharynx slightly reddened. Gums dark 
brown in color around margins of teeth; oozing of 
bright red blood from the gum margins. Tongue 
slightly coated and pale. Blowing systolic murmur 
at apex of heart, not transmitted. Old well healed 
sear under left nipple. Spieen barely palpable; not 
tender. Well healed midline abdominal scar. Several 
large bluish areas of discoloration along the mid- 
dle and anterior upper surfaces of the lower ex- 
tremities; numerous small areas of reddish and 
bluish red discolorations over both arms. No en- 
laurgement of lymph nodes. Laboratory—Urine not 
remarkable; no blood. Blood: hemoglobin 47 per 
cent (Newcomer); erythrocytes 4,710,000; color in- 


Gex 1.38; coagulation time 3 minutes; bleeding 
time 3 minutes; leukocytes 15,900; differential 
leukocyte count, small lymphocytes 72 per cent, 


large lymphocytes 19 per cent, monocytes 1 per 
cent, neutrophils, mature 2 per cent, band forms 
fi per cent: eosinophils 1 per cent; platelets 288,000; 
reticulocytes 0.35 per cent; no malaria found. 
F‘rythrocytes show some anisocytosis, some poikilo- 
evtosis, slight polychromatophilia, 


rare stippled 


cells, numerous microcytes, rare macrocytes. Was- 
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sermann, Kline and Young, and Kahn tests, nega- 
tive. Course and Treatment—Transfusion, 500 ce. 
citrated whole blood on day of admission. Iron am- 
monium citrate, 20 grains three times a day; chlor- 
ate mouth wash. On the day following admission 
the blood showed chlorides 436 mg. per 100 cc. of 
blood; ictzrus index, 3.5; fragility normal. Agglu- 
tination tests for typhoid, paratyphoid “A’’, para- 
typhoid “B”, and undulant fever were negative. 
Liver extract three cc. intramuscularly. Bleeding 
checked slightly after transfusion, and the day fol- 
lowing biood showed erythrocytes 2,440,000; Hb. 
52 per cent; leukocytes 4,600; differential leuko- 
cyie count—small lymphocytes 60 per cent; large 
lymphocytes 32 per cent, monocytes 1 per cent, 
neutrophils, mature 1 per cent, band forms 5 per 
cent, young forms 1 per cent; no malaria found. 
Lrine still negative. Partial clot retraction in 24 
hours; not complete in 48 hours. A second transfu- 
sion of 500 cc. of citrated whole blood given; deep 
roentgen ray therapy, 20 minutes, in region of 
spleen, 200 kv., 5 milliamperes, using 1 millimeter 
copper filter. Pain remained about the same; pa- 
tient feeling well but moderate fever. On Septem- 
ler 28, blocd showed little change. On September 
30, deep roentgen ray therapy again given, 20 min- 
utes over spleen posteriorly. Blood showed an in- 
crease in total number of leukocytes, 8,300, with 
relatively little change in the differential count; 
hemoglobin had dropped to 47 per cent. October 1, 
25 minutes of deep reentgen ray therapy over spleen 
anteriorly. October 2, 25 minutes of deep x-ray ther- 
@py over spleen posteriorly. October 3, hemoglobin 
was 62 per cent, erythrocytes 2,720,000, and leuko- 
cytes 4,709; differential leukocyte count was es- 
sentially the same. Patient was given several in- 
jections of calcium giuconate in the vein when first 
admitted but this was discontinued after the first 
day. On October 3 and 4, 0.5 grams of adenine sul- 
phate in 25 cc. sterile water by vein. Examination 
of blood today (Oct. 9) does not reveal any ificrease 
in granulocytes. The diagnosis is not clear and cer- 
tainly the prognosis should be guarded. 
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CALENDAR 

November 3 — Pathological 
Dieu, 11 A. M. to 12 Noon. 

November 3—Physiology Seminar, Tulane Medi- 
eal School, 5 P. M. 

November 6—Eye, Ear, 
pital Staff, 8 P. M. 

November 8 — Clinico-Pathological 
Touro Infirmary, 10:30 to 11:30 A. M. 

November 8—Touro Infirmary Staff, 8 P. M. 

November 10—Pathological Conference, Hotel 
Dieu, 11 A. M. to 12 Noon. 


Conference Hotel 


Nose and Throat Hos- 


Conference, 


November 10—Physiology Seminar, Tulane Medi- 
cal School, 5 P. M. 

November 13—ORLEANS PARISH MEDICAL 
SOCIETY, 8 P. M. 

November 15 — Clinico-Pathological 
Touro Infirmary, 10:30 to 11:30 A. M. 

November 15—Charity Hospital Surgical Staff. 

November 16—Eye, Ear, Nose and Throat Club, 
8 P. M. 

November 17—Pathological 
Dieu, 11 A. M. to 12 Noon. 

November 17—I. C. R. R. Hospital Staff, 12 Noon. 


Conference, 


Conference, Hotel 
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November 17—Physiology Seminar, Tulane Med- 
ical School, 5 P. M. 

November 17—Mercy Hospital Staff, 8 P. M. 

November 20—Hotel Dieu Staff, 8 P. M. 

November 21—Charity Hospital Medical Staff, 8 
P. M. 


November 22 — Clinico-Pathological Conference, 
Touro Infirmary, 10:30 to 11:30 A. M. 
November 24—Pathological Conference, Hotel 


Dieu, 11 A. M. to 12 Noon. 

November 24—Physiology Seminar, Tulane Medi- 
cal School, 5 P. M. 

November 27—ORLEANS PARISH MEDICAL 
SOCIETY, 8 P. M. Election of Delegates to the 
Louisiana State Medical Society. Nominations for 
officers for 1934. 

November 28—Banptist Hospital Staff, 8 P. M. 

November 29 — Clinico-Pathological Conference, 
‘ouro Infirmary, 10:30 to 11:30 A. M. 


During the month of October the Society held 
two regular meetings at which time the following 
programs were presented: 

Monday, October 9—Joint Scientific and Third 
Quarterly Executive Meeting. 

Arthritis—By Dr. Clyde Brooks. 

Discussed by Dr. Oscar W. Bethea. 

The Dangers of the Promiscuous Use of Spinal 
Analgesia—By Dr. H. R. Unsworth. 

Discussed by Dr. H. B. Alsobrook. 

Infection in the ‘Innocernt-Looking Cervix’ as a 
Causatvie Factor in Pelvic Lymphangitis—By Dr. 
Thomas Benton Sellers. 

Discussed by Dr. H.W. E. Walther. 

Monday, October 23—Scientific Meeting. 

Symposium on Cancer 

Dr. E. von, Haam—tThe Constitution of the Can- 
cer Patient. 

Dr. Chaille Jamison—Cancer from the Standpoint 
cf Internal Medicine. 

Dr. Urban Maes—The Surgical Ethic in Malig- 
nant Disease. 

Drs. Samuel and Bowie—The Field of the Roent- 
genologist in Malignancy. 

There was no discussion from the floor. 

Reports of the officers and of the various special 
and standing committees for the Third Quarter 
were presented. 

Of particular interest was the report presented 
by Dr. John J. Archinard, Chairman of the Periodic 
Health Examinations Committee for 1933. Dr. Arch- 
iuard presented a most elaborate program suggest- 
ing the staging of a pageant by the Society in con- 
junction with this activitiy. Dr. Archinard showed 
l-ntern slides depicting fioats to be included in 
this pageant. The report was received with enthu- 
siasm and the unanimous co-operation of those 
present was pledged to aid in carrying out these 
suggestions. It is planned to stage this demon- 
stration in March at which time the American As- 
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sociation of Physical Educators will be in conven- 
tion in New Orleans. 


The membership was apprised of a plan where- 
by medical care for those carried on the rolls of 
the National Welfare Committee will be paid for 
by this committee and plans were immediately in- 
stituted to present a tentative schedule to the lo- 
cal committee so that the members of the Medical 
Society may be remunerated for such services. This 
plan would relieve the free clinics of the care of 
these individuals, and, at the same time, bring a 
large financial return to the members of Organ- 
ized Medicine. 


The fina! plans for the establishing of a Credit 
and Collection Bureau in the office of the Orleans 
Parish Medical Society were presented by the Sec- 
retary, and following apprdval by the membership 
same was put into operation the next day. Within 
the first week of its existence, this Bureau has 
teen able to collect some of the accounts placed 
with it by the members. 


The Society has under consideration the report 
submitted by a committee of which Dr. Chaille 
Jamison is Chairman to aid in solving the eco- 
nomic problems now facing the Medical Profession, 
and at the same time to curtail exploitation of the 
profession by insurance schemes fostered by the 
laity. It is planned to distribute to the member- 
ship copies of the deliberations of this Committee 
for their consideration. 


The Secretary has requested the Chairmen of the 
various Abuse Committees to have their reports 
ready for considerstion of the Society early in 
November in an effort to adopt recommendations 
of these committees before the end of 1933. As an 
aid in formulating opinions before considering 
these reports there has recently been distributed 
to the membership copies of the Philadelphia Coun- 
ty Medical Society report. 


A resolution was adopted by the Society request- 
ing members to refrain from entering into con- 
tracts or agreements pertaining to group medical 
services until such contracts or agreements had 
been approved by the Orleans Parish Medical So- 
ciety. 

Reports of the Judiciary Committee as pre- 
sented by the Chairman, Dr. Emmett Irwin, were 
received ard accepted by the Society. 


Resolution Adopted by the Orleans Parish 
Medical Society 
Your Hospital Abuse Committee herein presents 
for your consideration the following resolution: 
WHEREAS, it has come to the knowledge of the 
membership of the Orleans Parish Medical Society 
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that application has been made by the Board of 
Administrators of Charity Hospital to the Federal 
Public Works Committee of Louisiana for an allot- 
ment of $9,600,000.00 of Federal Funds to be devoted 
to the erection on the Charity Hospital grounds of 
a new 26-story hospital building, and, 

WHEREAS, in certain public appearance of the 
representatives of the Board of Administrators of 
Charity Hospital made before said Federal Public 
Works Committee, it has been stated that the plan 
of said Administrators for the obtaining of and the 
repayment of said $9,600,000.00 contemplates the es- 
‘ablishment in said new building of Pay Wards; 
and, 

WHEREAS, the inclusion of such revenue pro- 
ducing pay wards would be a radical departure 
from the character and standard of non-pay public 
service, and it would necessarily follow that the 
State institution, knoWn as Charity Hospital at 
New Orleans, would thereby be placed in competi- 
tion with the several splendidly conducted and pri- 
vately operated pay institutions, resulting ultimate- 
ly in the closing and dissolution of such institu- 
tions as Hotel Diev, Mercy Hospital, Baptist Hos- 
pital, Touro Infirmary, French Hospital and Eye, 
Ear, Nose and Throat Hospital; and, 

WHEREAS, the Charity Hospital is one of the 
largest of its kind in the United States and offers 
a higher percentage of free beds to the population 
than any other community, and, 

WHEREAS, the new Hospital building is un- 
necessary at this time, the present accommodations 
being ample, providing admissions and treatment 
be confined to indigent patients exclusively; and, 

WHEREAS, the proposed enlargement of that 
institution will impose an additional tax burden 
on this State because of the fact that a large por- 
ion of the funds provided for this expansion must 
te reimbursed and the interest thereon must be 
paid plus the great expense of maintenance which 
must be borne by the tax payers of this State. 

THEREFORE, BE IT RESOLVED, that we, the 
members of the Orleans Parish Medical Society, in 
regular meeting assembled at the corporate domi- 
cile in the City of New Orleans, on this Monday, 
October 23, 1933, do hereby object to the proposal 
of the Board of Administrators of Charity Hospital 
to negotiate the financing of said new Hospital 
Building; and for the reasons hereinabove as- 
signed, we do respectfully file this our protest with 
the Federal Public Works Board, with the request 
that the petition of said Board of Administrators 
of Charity Hospital be denied; and, 

BE IT FURTHER RESOLVED, that a copy of 
these resolutions, duly certified, be forwarded to 
the Federal Public Works Board of Louisiana and 
to the proper departments at Washington, and to 
such other public boards or bodies of interest in 
the premises, and to Louisiana State Medical and 
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Surgical Journal, and the Journal of the American 
Medical Association. 





The Society recognizes the existence of many 
abuses of the profession and by the profession. The 
Society places the responsibility of such abuses on 
cach and every member of this Society for any and 
all abuses to which he may be a part, and such a 
tuember is answerable to th Society. 


TREASURER’S REPORT 


ACTUAL BOOK BALANCE: 8/31/33_.. $ 979.11 
September receipts ———_____.__............ 396.09 
po sn TE $1,374.20 
September expenditures 0. $492.04 
ACTUAL BOOK BALANCE: 9/30/33 __.. $ 882.16 


See ES 
Resolutions of the Condolence Committee 

Resolutions were adopted on the death of three 
active members of the Society who died during the 
Third Quarter as follows: 

Dr. James Phares O’Kelley, head of the Ear, Nose 
and Throat Department of Tulane University School 
of Medicine and Chief of the Oto-Laryngological De- 
partment of the Baptist Hospital died suddenly at 
his home July 17,. 1933, following an attack of in- 
digestion. 

He was born 63 years ago in Tensas Parish, 
Louisiana, and was graduated from Tulane Uni- 
versity in 1894. He studied medicine in London 
and them began practice in New Orleans. Recently 
he was chief of staft of the Baptist Hospital. 

Dr. O’Kelley was a member of the Orleans Par- 
ish Medical Society, the Louisiana State Medical 
Society and the American Medical Association. 

His activities covered many outside interests in 
this city, he having been President of the New Or- 
leans Country Club, head of the Tulane University 
Alumni Association and of the Delta Tau Delta 
Alumni Society. He was a Mason, a member of the 
Boston Club and had been head of the Twelfth 
Night Revelers Carnival organization. 

Dr. O’Kelley in 1898 married Miss Clemence 
DeBuys of New Orleans. He is survived by his 
widow, three sons and one daughter. 

The profession and the community have lost an 
abie member and a worthy citizen. 


With a feeling of irreparable loss the Orleans 
Parish Medcial Society records the death on July 
21, 1933, of Dr. E. Denegre Martin, one of its most 
able, enthusiastic and loyal members. 

The son of John Massie Martin and Emma Den- 
egre, he was born on Eureka Plantation, St. Lan- 
cry Parish, Louisiana, March 23, 1863. 

He entered Springhill College, Mobile, Alabama, 
in 1878 and the University of Louisiana (now Tu- 
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lane University) in the fall of 1879. It was in 1887 
that circumstances and persuasion influenced him 
to enter Tulane University Medical School. In 1889 
he gained an appointment as interne at the Char- 
ity Hospital through a competitive examination 
and served in this capacity until a year after his 
graduation in 1891, when he was appointed a mem- 
ber of the visiting staff of the hospital with which 
he was stil} connected at the time of his death. At 
the same time he was appointed assistant to Dr. F. 
W. Parham, Professor of Minor and Clinical Sur- 
gery in the New Orleans Polyclinic. In 1889 he was 
made Professor of Minor and Clinical Surgery and 
when Dr. Parham retired to become a member of 
the Board of Administrators of Tulane University, 
Dr. Martin succeeded to the Chair of Surgery in 
the Polyclinic and retained this position in the 
Graduate School of Medicine of Tulane University 
until he became Professor of Surgery Emeritus in 
1932. 

In 1891, a few months before graduating, he was 
appointed House Surgeon to the Women and Chil- 
dren’s Hospital, a new institution which was or- 
ganized for the purpose of training nurses, and was 
the first training school for nurses in the Souti. 
This valuable service was continued two years later 
through the medium of the New Orleans Sanitar- 
ium, later the Presbyterian Hospital which he was 
instrumental in organizing and where he served as 
House Officer until 1894. He held the position as 
Assistant Sanitary Inspector with the City Board 
of Health for a time. 


Dr. Martin did general practice until 1905 when 
he began to devote his entire time to surgery. He 
loved the reconstructive phase of the work and this, 
combined with his natural mechanical trend of 
mind, led him to what he considered his best work 
in surgery. The following is quoted from his auto- 
biography, — “I have always been proud of my two 
contributions to fractures, first, Fractures of the 
Femur, which has been most successful in certain 
chosen cases and has also acted as a measure of re- 
lief to old people; second, Fractures of the Patella 
with the buried wire splint which has proved suc 
cessful in nearly 100 per cent of the cases.” 


In 1901 Dr. Martin was president of the Or- 
leans Parish Medical Society; in 1907 President of 
the Louisiana State Medical Society; in 1908 vice- 
president of the American Medical Association. He 
was a member of the Southern Surgical Association, 
a charter member of the Southern Surgical Asso- 
ciation, a charter member of the American Col- 


lege of Surgeons and Southern Medical Association. 


In 1925 Dr. Martin was appointed Dean of the 
Graduate School of Medicine of Tulane University 
and resigned in 1928. In 1930 he was accorded the 
dual honor of being chosen honorary and Taculfty 
member of the Stars and Bars Chapter of the 
Aipha Omega Alpha Medical Fraternity. He had 
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conferred upon him the degree of LL. D. by Spring- 
hill College in 1932. : 

He was surgeon of the New Orleans & North- 
eastern Railroad from 1896 to 1907 and Chief Sur- 
geon from 1907 to 1917; when the road was sold 
to the Southern Railway System he retained the 
position of local surgeon; he was, also, surgeon 
for the Southern Pacific, the Louisville and Nash- 
ville, and the New Orleans and Great Northern and 
consultant for the Illinois Central. 

He was on the visiting staff of Charity Hospital 
from 1891 to 1925 and consulting surgeon at the 
time of his death, also consulting surgeon of the 
Eye, Ear, Nose and Throat Hospital and Touro In- 
firmary. 

Despite the enormous amount of work required 
to fill so important a place in his profession, Dr. 
Martain siill found time to write, contributing 
some sixty-odd papers on medicine and surgery, the 
last “A suggestion for the relief of deformity after 
the removal of large benign tumors of the breast” 
which he expected to read at the staff meeting of 
Touro Infirmary on Wednesday following his con- 
finement to bed. 


He derived great pleasure in helping internes 
and young graduates over rough places and to older 
taen, too, he was most liberal with his tremendous 
store of common sense knowledge. There was al- 
ways some witticism on the end of his tongue or 
a bit of humor “up his sleeve”. If ever the per- 
sonality of one man embodied a delightful blend of 
physician and of good Samaritan it was Dr. E. 
Denegre Martin. 


Dr. Edward Joseph DeBergue died at the Baptist 
Hospital, in New Orleans, on September 20, 1933 
at the age of sixty-two years. He had been ill sev- 
eral months before entering the hospital. 

Dr. DePergue was graduated from the Tulane 
School of Pharmacy in 1897 and from the Tulane 
School of Medicine in 1908. He was engaged in 
general practice and served as assistant coroner of 
Orieans Parish for 16 years and as inspector for the 
Louisiana State Board of Health four years. 

During the; World War, Dr. DeBergue served as 
a physician on transports carrying troops to France. 

Dr. DeBergue was a member of the Orleans Par- 
ish and Louisiana State Medical Societies. 

Ke leaves two nieces and two nephews and a host 
of friends and many grateful patients to mourn his 
logs. 

SE 
LIBRARIAN’S REPORT 

The summer months marked a new high record 
for the us¢ of the Library at this time of year. List- 
ed below are the subjects on which material has 
been collected by the Library staff during August 
and September. 

Arteriovenous anastomosis of the nose. 
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Mendelung’s disease. 

Toxin or toxoid in diphtheria. 

Treatment of osteomyelitis. 

Saline solution intracutaneously in edema. 

Cancer of tonsil. 

Rupture of kidney. 

Antiseptic use of dyes in infections of urinary 
tract. 

Manganese. 

Dietetic value of citrus and lemon. 

Broder’s index of malignancy. 

Injection of Phosphoric acid in treatment of kid- 
ney stone. 

Lithopedion. 

Danger of over-treatment and under-treatment in 
thymus disease. 

Therapy in epidemic encephalitis. 

Enuresis. 

Diseases of the antrum. 

VYherapy in experimental peritonitis. 

History of blood transfusion. 

Insanity caused by drug addiction. 

Hypertension, 1921-33. 

Barbituric derivatives in toxemias of pregnancy. 

Atheroma. 

Schizophrenia. 

Anesthetics in obstetrics. 

Causes of scordinemia. 

Pulmonary lobectomy. 

While on vacation, Miss Marshall visited two 
medical libraries which she ha@ not had the op- 
portunity to see heretofore,—the Ja¢kson County 
Medical Society Library in Kansas City and the Li- 
brary of the University of Nebraska School of 
Medicine in Omaha. Each library showed points of 
interest in its own type. 
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During August and September, 152 volumes have 
Leen added to the Library. Of these 55 were re. 
ceived by hinding, 85 by gift and 12 from the New 
Orleans Medical ana Surgical Journal. A notation 
of new titles of recent date is given below. 

NEW BOOKS 


College of Physicians of Philadelphia—Transac- 
tions. 1932. 

Lee, R. I1.—Fundamentals of Good Medical Care. 
1933. 

Wellcom2 Research Institute—Exhibits at Chi- 
cago Exposition. 1933. 

Laurens, Henry—PFhysiological Effects of Radiant 
Energy. 1933. 

Southern 
v. 45. 1932. 

A. M. A.—Council of Pharmacy and Chemistry 
Report. 1952. 

U. S.—Census Bureau Manual of Joint Causes of 
Death. 1933. 


Robinson, W. J.—Law Against Abortion. 1933. 
Bailey, Percival—Intracranial Tumors. 1933. 
Harris, Henry—California’s Medical Story. 1932. 
Salsbury, C. R.—Essentials of Pathology. 1932. 
Sneed, W. L.—Orthopedics in Childhood. 1931. 
Johnson, B. J.—Child Psychology. 1932. 
Boyd, William—Surgical Pathology. 1933. 
Rockefeller Foundatfon—Methods and Problems 
in Medical Education. v. 2-3, 1924-25. 
Howell, W. H.—Textbook of Physiology. 1933. 
Griffith, J. P. C—Diseases of Infants and Chil- 
cren. 1933. 


Surgical Association—Transactions, 


FREDERICK L. FENNO, M. D., 
Secretary. 





LOUISIANA STATE MEDICAL SOCIETY NEWS 


A LETTER FROM THE STATE PRESIDENT 

The following letter was sent to Governor O. 
K. Allen under date of July 17, by Dr. C. A. Weiss. 
It requires no comment, as it shows that the Presi- 
dent of our State Organization very early in the 
summer started the preliminaries to secure funds 
for the physicians in conjunction with the Em- 
ergency Relief Administration. 

Hon. Oscar K. Allen, Governor, 
State of Louisiana, 

Baton Rouge, La. 

Dear Governor Allen: 

Quoting from a recent editorial in the Journal 
of the American Medical Association under the 
date of July 1, 1933. 

Now that federa! funds have been made avail- 
able, physicians and hospital administrators, 
wherever state and local funds are inadequate to 
provide relief should lead the way in asking the 
governors of their respective states, if they have 


not already sought Federal Aid under the Federal 
Emergency Relief Act of 1933, to seek such aid 
at once. If the State has already obtained a grant 
under that act, the use of it to afford relief for ill- 
ness and injury may be demanded. The first ef- 
fective move in any case must be made by the 
governor of the state, who alone is authorized by 
the act to make application for a federal grant. 

Acting upon this information I beg to submit 
the following questions relative to the use of the 
above fund. 

(1) Have you as Governor of the State of Louis- 
iana applied for the funds provided by the Federal 
Emergency Relief Act, and if so, is this fund avail- 
able at the present time for the care of the indi- 
gent sick and injured of our state? 

(2) Have any of the hospitals of Louisiana re- 
quested the use of this fund? 

My inquiry is prompted by the fact that the 
medical profession as well as the hospitals of our 








wore m 





Louisiana State Medical Society News 


state have and are continuing to care for an ever 
increasing number of patients without any means 
of support, unfortunate victims of the existing 
economic depression. This unfortunate condition 
of affairs has worked many hardships upon the 
medical profession and added greatly to the ex- 
pense of our hospitals. 

The members of the medical profession, as well 
as the hospitals, are always willing and ready to 
and comfort to suffering humanity. 
However, if our Federal Government is providing 
for the compensation of physicians and hospitals 
in caring for the unfortunates requiring our ser- 
yices, and a fund is available for this specific pur- 
pose, I can see no reason why we should not make 
use of same. 

If these funds are available, or should they be- 
come available, can you inform me what steps are 
necessary to obtain the use of them? Appreciat- 
ing your cooperation in this matter, and thanking 
you for the desired information, I am, 

Respectfully yours, 
C. A. Weiss,M. D., President. 


extend aid 


SOUTHERN MEDICAL ASSOCIATION NEWS 
With every prospect of a banner meeting, the 
Southern Medical Association moves on to Rich- 
mond for its next annual convention, beginning 
14th and extending through the 17th of 
November. 

Probably at no time in the history of the nation 
has solidarity of effort and thorough accord of 
spirit been more necessary than at this moment 
when the clouds of the devastating depression 
seem to be breaking. The physicians of the South, 
always alert to opportunities and obligations, can 
“do our part” just now’in no more effective way 
than by bringing to one another the stimulus that 
flows from the companionship, from the broaden- 
ing of ideas, from the actual dissemination of new 
thought that always mark the sessions of this great 
organization. 

It seems fitting that this girding of the medical 
forces of the South for the New Day that is dawn- 
ing should occur in the capital of the Old Dominion, 
the focal point of so many stirring events in the 
history of the United States. To-day a metro- 
area of wide dimensions and a medical 
center of real note, Richmond, of a yesterday that 
reaches back to the dawn of English occupancy of 
this continent, is filled with memorials of great 
hames and greater deeds that, along with its 
natural beauties, lend it a lure, a charm equaled 
by few other American cities. To these physical 
and historic embellishments it adds a warmth of 
hospitality that assures a genuine and winning 
welcome to our Association. 

In behalf of the profession in this city as ex- 
Pressed by your host, the Richmond Academy of 
Medicine, we extend to the physicians of the South 


on the 


politan 


cordial greetings and expression of our earnest de- 
sire to have you with us during these notable ses- 
sions. General and sectional programs have been 
admirably arranged and the clinics and scientific 
exhibits will offer demonstrations of lively interest. 
Local committees will spare no effort to contribute 
to the comfort and convenience of the delegates 
and such guests as may accompany them. The 
social diversions offered by the city will be en- 
gaging and the points of interest here and in the 
surrounding territory will lead you into many de- 
lightful byways. Let us hope, then, to see you 
among this great host. It will be our pleasure to 
solve your problems of transportation, of hotel 
reservations, or of anything else that may be 
bothering you. If you have established no other 
contacts, the undersigned will be very graitfied in- 
deed to receive your communication and direct it 
into the proper channel for immediate action. 

Joseph F. Geisinger, M.D., 

Chairman Publicity Committee, 

Stuart Circle Hospital, Richmond, Va. 


NEWS NOTES 

At a recent meeting of the American Congress 
of Radiology held in Chicago, a National Board of 
Qualifying Radiologists was established, approved 
by the American Medical Association. The pur- 
pose of this National Board is to qualify by ex- 
amination physicians who propose to practice 
radiology as specialists. The appointments to this 
Board were made by the officers of the following 
international radiological societies; American Col- 
lege of Radiology; Radiological Society of North 
America; American Roentgen Ray Society; Am- 
erican Radium Society; and the Section on Rad- 
oilogy of the American Medical Association. 

Dr. Leon J. Menville, Asst. Prof. of Medicine and 
Radiology, Tulane University, 
ber of this National Board. 


was elected a mem- 





At the last meeting of the American College of 
Surgeons held in Chicago, Dr. C. Jeff Miller was 
elected to serve a three year term of office on the 
Board of Regents of the College. At this same 
meeting Dr. Alton Ochsner was re-elected as a 
member of the Board of Governors to serve four 
years. 





Dr. H. W. Kostmayer, Dean of the Graduate 
School of Medicine of The Tulane University of 
Louisiana, held a clinic and read a paper on “Of- 
fice Gynecology” at a meeting of the Pike County 
Medical Society held at McComb, Miss., on Octo- 
ber 5, 1933. 





Prof. Isidore Cohn of the faculty of the Graduate 
School of Medicine of The Tulane University of 
Louisiana presented a paper in the symposium on 
fractures at a meeting of the American College of 
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Surgeons held at Chicago, Ill., the week of Octo- 
ber 4, 1933. 

Dr. C. L. Brown has been elected the head of 
the Ear, Nose, and Throat Department of Baptist 
Hospital to succeed the late Dr. J. P. O’Kelley. 





Surgeon M. F. Haralson, U. S. P. H. S., has been 
relieved from duty at Balboa Heights, C. Z., and 
assigned to duty at the Marine Hospital, New Or- 
leans 


INFECTIOUS DISEASES IN LOUISIANA 


Dr. J. A. O’Hara, Epidemiologist for the State 
of Louisiana, has furnished us with the weekly 
morbidity reports for the State of Louisiana, which 
contain the following summarized information. 

For the week ending September 23, the following 
diseases were reported in double figures: One 
hundred and fifteen cases of malaria, 61 of pul- 
monary tuberculosis, 34 of syphilis, 27 of pneu- 
monia, 25 of gonorrhea, 24 of cancer, 15 of typhoid 
fever, 12 of diphtheria. The typhoid fever cases 
were scattered throughout the State, Lafayette 
Parish reporting the most, namely, 4 cases. One 
case of poliomyelitis was reported from Franklin 
Parish, and 2 cases of epidemic meningitis, 1 each 
from Bossier and DeSoto Parishes. For the thirty- 
ninth week of the year 1933 the incidence of 
malaria was found to be increasing, there being 
144 cases reported in this week. There was also 
a'slight increase in pneumonia, 33 cases being 
listed. Other diseases occurring in double figures 
were 29 cases of cancer, 28 of diphtheria, 27 of pul- 
monary tuberculosis, 21 of syphilis, 19 of gonorrhea, 
18 of typhoid fever, and 14 cases of a disease which 
rarely appears in any considerable numbers, name- 
ly, septicemia. Caddo Parish reporting 4 cases of 
typhoid fever showed a great incidence of this 
disease than any other parish. A case of polio- 
myelitis was reported from East Baton Rouge 
Parish. Malaria was still decidedly on the in- 
crease in the report of the fortieth week of the 
year which ended October 7, there being 183 cases 
reported. The other diseases that were prevalent 
included 32 cases of diphtheria, 28 of pneumonia, 
26 of cancer, 23 of pulmonary tuberculosis, 22 of 
syphilis, and 11 of typhoid fever. Franklin Parish 
with 3 cases led the parishes in the number of 
cases of typhoid fever reported. From Franklin 
Parish there was reported 1 case of poliomyelitis. 
For the week endirg October 14, malaria showed 
an increase of 1 case, 184 being listed this par- 
ticular week. This is a perfectly astounding figure, 
a little more than six times the five-year average 
for this particular week. Some clinic must have 
sent in a large number of report cards, because 
syphilis jumps from 22 cases to 121 in this par- 
ticular week. Gonorrhea was reported in 36 in- 
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stances. There were also put upon the list 33 
cases of pulmonary tuberculosis, 30 of diphtheria, 
27 of cancer, 17 of pneumonia, almost exactly 
equivalent to the five-year average, 13 cases of 
typhoid fever, and 14 of scarlet fever. Orleans 
Parish led the other parishes in the number of 
cases of typhoid fever, 5 being reported, but there 
was 1 of these cases imported from outside of 
the City. Jackson Parish came next with 3 cases 
and the other parishes which reported cases 
showed only 1. 


HEALTH OF NEW ORLEANS 


The Department of Commerce, Bureau of Census, 
has issued the following weekly reports concern- 
ing the health of New Orleans. For the week end- 
ing September 16, the mortality rate in the City of 
New Orleans was 15.3 for the population as a 
whole, whereas it was only 10.2 for the white citi- 
zens and 27.7 for the colored, these figures being 
obtained from a total death of 141, total white 
deaths; of 67, and of colored deaths 74. Reports for 
the week ending September 23 showed a total of 
147 deaths, 94 of these were in the white and 53 
in the colored group. The death rate for this week 
was 15.9, for the white 14.3, and for the negro 
19.8. The infant mortality for this week was 168, 
due very largely to the deaths of 21 negro infants 
under one year of age, giving a mortality rate for 
the negro infants of 322. The following week 
showed a slight decrease in the number of deaths 
in the City, there being 135, divided white 71 and 
colored 64, with a death rate for the group as a 
whole of 14.6, for the white population 10.8, for the 
colored 23.9. The infant mortality rate was 90. 
This week the rate was practically the same among 
the white and the colored population. In the cor- 
responding week of 1932 there were 125 deaths. 
There was a further decrease in the number of 
deaths reported in the first week of October, there 
being 124, 68 being from the white race and 56 
from the colored. The total death rate was 13.4, 
for the white population 10.4, for the negro 20.19. 
The death rate for the first forty weeks of the 
year was slightly under that of the first forty 
weeks of the year 1932, there being 15.3 as con- 
trasted with the 1932 rate of 15.6. 


INTERNATIONAL UNION AGAINST 
TUBERCULOSIS 


The anniial meeting of the Council of the In- 
ternational Union against Tuberculosis, whose 
chairman is Professor Nolen (Netherlands), was 
held in Paris, on Saturday, July 22nd. Delegates 
from fourteen countries attended this meeting. At 
10 a. m. an administrative session took place at 
the Headquarters of the Union, 66 Boulevard St. 
Michel, Paris. It was decided that the Conference 
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of the International Union would be held in War- 
saw on the 4th, 5th and 6th of September, 1934. 





U. S. CIVIL SERVICE EXAMINATION 


The United States Civil Service Commission an- 
nounces the following named open competitive 
examination: 


Junior Medical Officer (Interne) 

Applications for the position of junior medical 
officer (interne) must be on file with the U. S. 
Civil Service Commission at Washington, D. C., 
not later than November 15, 1933. Vacancies in 
this position at St. Elizabeths Hospital, Washing- 
ton, D. C., and in positions requiring similar quali- 
fications, will be filled as a result of this examin- 
ation. The entrance salary is $2,000 a year, less 
a deduction of not to exceed 15 per cent as a 
measure of economy and a retirement deduction 
of 3, per cent. A further deduction of $60 a 
year will be made for quarters. 

Competitors will not be required to report for 
a written examination, but will be rated on their 
education and experience. Full information may 
be obtained from the Secretary of the United States 
Civil Service Board of Examiners at the post of- 
fice or customhouse in any city, or from the United 
States Civil Service Commission, Washington, D. C. 





WOMAN’S AUXILIARY NEWS 


AN INVITATION TO RICHMOND 
If you have never been to Richmond, haven’t 


you always wanted to come? And if you have béen 
to Richmond, haven’t you always just longed to 
come back? Well, this is the time to make that 
dreamed of trip. In addition to the lovely old land- 
marks of history and tradition you have seen before 
or read about, we are able now to visit lovely re- 
stored Williamsburg with its governor’s palace 
and House of Burgesses standing again “with the 
glory that was Greece and the grandeur fhat was 
Rome”. Many of the beautiful old homes have 
been restored and they with their gardens are en- 
chanting. The whole atmosphere is saturated with 
the spirit of two centuries ago. 


Only a few miles from Williamsburg is old 
Jamestown with its air of brooding sadness as 
one walks among the bits of construction which 
are all that remain of the efforts of those first 
brave men who came to Virginia. 

A trip to these interesting shrines is included in 
the entertainment being planned by the doctors’ 
wives of Richmond for the wives of doctors who 
will come to the Southern Medical Association in 
November. Committees have been busy with 
plans for weeks and a most cordial welcome awaits 
you. We urge you to come. 

Sylvia Burns Sanger 
(Mrs. W. T. Sanger) 
Press Chairman of 
Woman’s Committee 
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FROM OUR PRESIDENT 
The Members of the Mississippi State Medical 
Association: 


In this day of the “new deal” it seems that we 
still have one “forgotten man” not yet remembered 
and provided for. I am inclined to think that he 
is the original “forgotten man”. As far back as 
history goes, the doctor seems to have been the 
forgotten man. Apparently he is still occupying 
this unenviable position. 

In all the plans for rehabilitation of different 
classes of our population there seems to be no 
plan for aid to the hard pressed physician. Dur- 
ing these days of financial stress, I doubt if any 
class of our population has carried any heavier 
burden than the physician. Yet, be it said to his 
everlasting credit, I have not heard of one doctor 
who has asked for help, even when he did not 
know how he was going to make ends meet. He has 
carried on regardless of the storm and has met it 
erect, shoulders thrown back, and chin up, with- 
out a whimper. He has gone his rounds day by 
day in his efforts to relieve suffering humanity, 
never sparing himself physically. 


It seems to me that he is entitled to some light- 
ening of his burden. The doctor is called on to 
pay his taxes and contribute his money for the 
various organized charities of our land. He ful- 
fiils his duty as a citizen just as any other good 
citizen of our population. It would appear that 
his debt to society would have been paid but ap- 
parently the public thinks otherwise. He is ex- 
pected to give his professional services to the 
indigent free of charge, thus laying an additional 
burden upon our already hard-pressed physician. 

No one would deny the right of the individual 
doctor to bestow his medical charity wherever he 
sees fit in his practice; that is his own privilege 
and I feel safe in saying that it will continue to 
be given freely. 

Federal, state and organized charities are entire- 
ly different propositions. These agencies expect 
to pay for all other services they obtain; why not 
medical services? Why should one class of our 
citizens be singled out to bear a double burden? 

I think it is time this burden was lifted from the 
shoulders of the physician. As long as the pro- 
fession sits supinely down and permits this imposi- 
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tion, the situation will not be corrected. Organized 
medicine should take a definite stand against this 
unjust practice and endeavor to abolish this dis- 
crimination against the medical profession. 

By all the rules of justice the physician is en- 
titled to a just remuneration for this class of 
work. There is no valid reason that the doctor 
should work for the federal, state or organized 
charities free of charge. The grocer does not fur- 
nish his groceries free to the indigent. Neither 
does the druggist furnish the drugs free called for 
on the prescription obtained gratis from the phy- 
sician. 

I recommend that our county and component 
societies give this subject thoughtful study to the 
end that our profession be relieved of this burden 
and the original forgotten man remembered. 

J. W. D. Dicks, 
President. 
Natchez, 
October 8, 1933. 


MEMBERSHIP 
The membership campaign of our president, un- 
der the direction of the president-elect, is pro- 
gressing. The following is the gain in membership 
of the component societies: 
Gain In Membership 
Number of 


Members Per 

May Oct. Cent 

Society 10 1 Gain Gain 

1 East Mississippi , 76 85 9 11.84 

2 Winona District 36 40 4 11.11 

3 Homochitto Valley 32 635 3 8.38 

4 Harrison-Stone-Hancock 34 37 3 8.82 

5 Tri-County 23 25 2 8.70 

6 South Mississippi 70 76 6 8.57 

7 Central 106 115 9 8.49 

8 Issaquena-Sharkey-Warren 40 43 3 7.50 

9 Northeast Mississippi 107 115 8 7.48 
10 Claiborne County 6 6 0 0. 
11 Clarksdale & Six Counties 44 44 0 0. 
12 Delta ‘ 83 83 0 0. 
13 DeSoto County 8 8 0 0. 
14 Jackson County 11 11 0 0. 
15 Pike County 28 28 «(0 0. 
16 Tate County 9 9 0 0. 
17 North Mississippi —. 44 41 0 *3. 

*Loss. 
Present Membership Of Total Physicians In 
Jurisdictions 

No. No. Per cent 

of Phy- of Mem- Mem- 

Society sicians bers’. bers 

1 Pike County 30 28 93.33 

2 Jackson County 14 11 78.57 

3 Homochitto Valley 45 35 77.78 

4 Issaquena-Sharkey-Warren 58 43 74.14 


5 Tate County —.... 13 9 69.23 
6 Claiborne County -— 9 6 66.67 
7 Central —. acces . 178 115 64.61 
8 East Mississippi — . 139 85 61.15 
9 TritCeanty — ‘ 43 25 58.14 
10 Harrison-Stone-Hancock 64 37 57.81 
11 Clarksdale & Six Counties 77 44 57.14 
12 DeSoto County _ 14 8 57.14 
13 Northeast Mississippi 212 115 54.23 
>} aoa 169 83 49.11 
15 North Mississippi - 89 41 46.07 
16 South Mississippi - 165 76 46.05 
17 Winona District 88 40 45.45 
Standing By Districts 
No. No. Per cent 
of Phy- of Mem- Mem- 
District and Councilor sicians bers bers 
1 Eighth—W. H. Frizell 118 88 74.58 
2 Fifth—W. H. Watson 245 164 66.94 
3 Ninth—D. J. Williams 78 48 61.54 
4 Sixth—H. L. Rush 139 85 61.15 
5 Third—M. W. Robertson 212 115 54.23 
6 First—J. W. Lucas 246 127 51.63 
7 Second—L. L. Minor 116 58 50.00 
8 Seventh—J. E. Green . 165 76 46.05 
9 Fourth—T. J. Brown 88 40 45.45 


Watch for your standing next month! 


THE MEMBERSHIP CAMPAIGN 

As Vice-President of the Southern District, and 
in charge of the membership campaign in this 
District, I want to make a personal appeal to all 
physicians of my District. Will you not make it 
your business to aid your councilor in a personal 
way to bring every worthy doctor into line. In- 
dividual and personal work is the only real means 
of accomplishing results. 

Councilor D. J. Williams, one of the three of the 
Southern Division, has made a complete report of 
his District, giving the exact status of every phy- 
sician in the District who is not a member of the 
Association. Councilor Williams has this to say: 

“The condition of the state medical association 
is not quite as bad as each of you seem to think. 
If you will stop to think seriously, I am sure each 
of you will agree with me that there are a number 
of doctors or men practicing medicine in our state 
who should not be members and are not entitled 
to membership in any ideal State Medical Asso- 
ciation. I regret that this number is entirely too 
large and that the majority of this number cannot 
be made fit by including them in our membership. 
Those of you who have followed closely the pro- 
ceedings of the House of Delegates have heard me 
express the idea that there should be a premium 
on membership and we should not have to corral 
and drag in indifferent, worthless members.” 

Dr. Williams’ position is, in my opinion, correct. 
Every real doctor should seek membership in the 
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State Medical Association, considering it an honor 
to be a member, and a privilege to work with such 
a group of high class professional men. Yet the 
best of men sometimes sleep and fail to grasp the 
opportunities about them. With a little prodding 
they will arise to the occasion and be of service 
to themselves and the Association. They know, 
but have forgotten for the time being, that prac- 
tically all good doctors are members; that they 
have never known a doctor to drop out of the As- 
sociation without beginning at once to deteriorate; 
that when they drop out of the Association, they 
do not feel right—are a little jealous, cantanker- 
ous, develop the inferiority complex, and do not 
have that ambition they once had of being a great 
doctor and having a part in the onward and up- 
ward progress of our great profession. We, as 
members who are awake, owe it to our sleeping 
brothers to arouse them and point them again to 
the goal ahead. 

The Association can and should aid in one other 
way in gaining new members and this is by im- 
proving the Association. This can be done by bet- 
ter attendance of the present membership, better 
programs, more whole-hearted fellowship, and less 
petty, selfish politics. The formation of selfish 
clans within the Association seeking unearned 
benefits at the expense of the Association will 
utterly destroy it. The big and broad develop- 
ment of the profession as a whole is the ideal the 
Association should strive to attain. 

Cc. C. Hightower, M. D. 
Hattiesburg, 
October 4, 1933. 


FREE DOCTORIN’ 

In this day of depression (with all due respect 
to Roosevelt we are not in the clear yet) when 
every body is trying to cut down on over produc- 
tion and in the hours of work, few if any seem 
disposed to give a kindly thought to the doctor. 
His poor back is now badly galled and has been 
for sometime; now the latest irritant to the wound 
is this: 

“Mississippi C.C.C. Bulletin No. 1 Paragraph 
No. 6. Selected men are to be given a thorough 
physical examination by the County Health 
Officer, and any man not physically fit should 
not be placed on the selected list. This will 
prevent many disappointments at the recruit- 
ing station, and will prevent numerous boys 
going to needless expense in preparing to go 
to camp.” 

(Signed) 


George B. Power, Director of Selection. 
It is but natural to wonder by what right the 
Director of Selection for the C.C.C. camps calls 
on the County Health Officer to do this work. 
Uncle Sam has announced that his policy will be 
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to distribute many millions of dollars as widely as 
possible throughout the country. But so far as I 
know no effort has been made to distribute any 
of this to the doctors in private practice. The 
grocer has not been asked to furnish supplies to 
the camps without cost, it is quite certain that 
the camp equipment was paid for and all the per- 
sonel is being paid a living wage. Why then 
should the medical examinations be done without 
cost? 

Every physician does his full quota of charity, 
in addition to contributing as liberally as possible 
to the various local and national welfare funds. 
But assuredly no one feels that the work done 
for the government should be done free of charge. 
As a matter of fact it has long been the custom 
for contractors and merchants to expect a better 
profit on their government business than on any 
other. But the doctors are expected to do their 
work for nothing. 

J. S. Ullman. 
Natchez, 
September 30, 1933. 


MISSISSIPPI STATE BOARD OF HEALTH 
Felix J. Underwood, Executive Officer 
Jackson, Mississippi 

October 2, 1833. 
Dr. J. S. Uliman, 
Natchez, Mississippi. 
Dear Ullman: 


“Copy of letter dictated to Mr. Power within a 
few minutes after I read your letter, is enclosed. 

“If, by chance, your splendid editorial was sent 
to others, please follow it up with copies of my 
letter to George Power. 

“TI had not seen the bulletin, or I would have 
acted on this earlier. I am of the opinion that 
Mr. Power will promptly countermand his request 
and arrange for the work to be done by local 
physicians as it was before. I feel sure that he 
must have been requested to do this by Harry 
Hopkins, Federal Administrator, Washington, D. 
C. But, be that as it may, I think George will do 
the right thing by us. 

“With best wishes, I am 

Very truly yours, 
Felix J. Underwood. 

“MISSISSIPPI STATE BOARD OF HEALTH 

“Felix J. Underwood, M.D., Executive Officer 

“Jackson, Miss. 
October 2, 
“Mr. George B. Power, Director, 
“State Board of Public Welfare, 
“New Capitol, 
“Jackson, Mississippi. 
“Dear Mr. Power: 

“Copy of letter with editorial attached from Dr. 

J. S. Ullman, Natchez, is enclosed. I agree fully 
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with the sentiment expressed in this editorial. I 
have not seen the bulletin quoted, but granting 
that it is quoted correctly, I may state that it is 
not right to require or even to request the county 
health officers to do this work. Local physicians 
should do it and be paid for it. 


“In all my dealings with you, you have been 
as just and fair as possible to all concerned, and 
I believe that when you carefully consider this 
matter in the light of the actual need of practic- 
ing physicians of this State that you will em- 
mediately request the welfare workers not to ask 
the county health officers to make the physical 
examinations. Or, if they have already made this 
request of the health officers, the welfare workers 
should promptly go to them and inform the health 
officers that they will not be required to make 
them. 


“I doubt if you realize the amount of destitution 
among the medical men of this State. They are 
too proud even to admit it, much less to ask for 
aid; and this work in the eighty-two counties of 
Mississippi will be helpful to them. I grant you 
that in some instances it would possibly simplify 
and expedite the procedure to have the health 
officers make the examinations, but that is aside 
from the real issue. Furthermore, the health of- 
ficer is quite busy already and has long hours 
carrying out his program of vaccination, sanitation, 
and public health education. In the final analysis, 
the health officer is not supposed to make exami- 
nation of adults except in the case of food-handlers 
who are examined periodically by him in the pro- 
tection of the public health. If the health officer 
makes general physical examination of adults, he 
would have little time for public health work, and 
he encroaches upon the rights of the private 
practitioner. It is very important that we care- 
fully guard against putting aside any definite 
policy now set up defining the line of demarcation 
between the fields of preventive and curative 
medicine. It would engender hard feelings toward 
health officers by physicians in private practice 
and health officers are dependent upon the prac- 
ticing physicians for the success of their county 
programs. 


“The enclosed copy of letter received a few days 
ago is only a sample of many received each month 
in this office from physicians who are trying to 
get by during these fearful times. 

“You and I have always gotten together on 
mooted questions, and I feel sure that this appeal 
for justice to the medical men of the State will 
receive serious and favorable consideration. 

“I am dictating this at a late hour Sunday night 
—in fact it is now ten minutes to twelve—and I 
am leaving town at an early hour in the morning. 
This accounts for my not calling at your office for 
a discussion of this matter. 


Mississippi State Medical Association 


“With personal regards, I am 
Very truly yours, 
Felix J. Underwood, M.D.” 


EMERGENCY RELIEF 

At a recent meeting of the Harrison-Stone-Han- 
cock Medical Society the enclosed matter was dis- 
cussed, and we are wondering why Mississippi has 
not been accorded the same treatment in the line 
of fees as the State of New Jersey. 

It is the opinion of our Society that this matter 
should be brought to the attention of the physicians 
of Mississippi throughout the channel of your 
valuable Journal. We, therefore, request you to 
kindly publish the enclosed matter in full if pos- 
sible. If unable to publish in full please publish 
that part that will reveal the discrimination that 
is being made. If you cannot use this matter 
kindly return same to me. 

Yours very truly 
Riley Burnett, 
Chairman. 
Biloxi, Mississippi, 
October 6, 1933. 


“CHARLES H. SCHLICHTER, M.D. 
“556 North Broad Street 
“Elizabeth, N. J. 
“Sept. 25, 1933. 


“Dr. Riley Burnett, 
“Gay Building, 
“Biloxi, Mississippi. 
“Dear Dr. Burnett:— 


“I beg to acknowledge receipt of your letter of 
September 19. 


“In the early spring, during the month of March, 
the New Jersey State Emergency Relief Admin- 
istration approached the medical profession of the 
State through the New Jersey State Medical 
Society and offered to compensate the doctors for 
work done among those persons who were unable 
to pay for medical service; that is, those who were 
able to provide food and shelter for themselves 
but were unable to provide medical care. A copy 
of this letter addressed to Dr. Lippincott, Pres- 
ident of the Medical Society of New Jersey is 
marked ‘A’ and is enclosed herewith. 


“The matter was referred to the Welfare Com- 
mittee of the New Jersey Medical Society and a 
committee was appointed to meet the representa- 
tives of the New Jersey State Emergency Relief 
Administration and draw up a suitable form of 
agreement for the working out of this plan. This 
committee consisted of the Chairman of the State 
Welfare Committee, the Chairman of the Board of 
Trustees, the Secretary of the State Medical So- 
ciety, one member of the Board of Trustees of the 
State Medical Society and the councilors of the 
five Councilor Districts of the State Medical So- 
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ciety. After a number of meetings an agreement 
was finally arrived at which was satisfactory to 
both sides. The State Emergency Relief Admin- 
istration was prompted to make this offer to the 
medical men of New Jersey because it realized 
that the doctors were carrying an enormous load 
by caring for a large number of people who were 
unable to pay. In other words, they were doing 
a large amount of charity far beyond the usual 
amount that our profession has always gladly and 
willingly done. 

“The State Emergency Relief Administration 
further wanted to keep the people in personal re- 
lation with their family physicians and to keep 
them from becoming charity minded or from de- 
veloping the free clinic, free hospital and charit- 
able medical service habit. 

“At a meeting held in May, a preamble and re- 
solutions were sent to the State Emergency Relief 
Administration, a copy of which, marked ‘B’ is 
enclosed herewith. This was the basis for the 
negotiations. You will notice in that preamble 
that several broad propositions were stressed and, 
on the whole, these were accepted by the State 
Emergency Relief Administration. A sketch of 
the plan of organization was also drawn up and 
finally embodied in the agreement, marked ‘C’. 
The agreement was then drawn up and a letter 
sent out to the Presidents and Secretaries of the 
various County Medical Societies, copy of which, 
marked ‘D’ is also enclosed. The entire agree- 
ment was submitted to each of the twenty one 
County Societies for their approval and, with slight 
modifications to fit the fee basis of each County, 
some of which are.rural and have a lower fee 
basis, it was adopted by all. This agreement, 
marked ‘E’ is also enclosed. 

“The plan has been in operation in some of our 
counties for a period of several months and is 
working very nicely. Doctors are being paid for 
the work they are doing and, through the watch- 
fulness of the County Societies, politics have been 
kept out: that is, when the patient who applies 
for relief comes to the Relief Administration, the 
first question he is asked is, ‘Who is your family 
doctor?’ If he replies that he has one, well and 
good. The order is made out to that doctor. If 
he says he has no family doctor, he is then asked 
who last attended him or his family. Replying 
in the negative, he is then handed a list of 
physicians who have signified a willingness to co- 
operate in the plan and told to make his choice 
from among them and to present the order given 
to that doctor. In this way the work is distributed 
where it really belongs, to those who are and have 
been taking care of their unfortunate patients, 
and it makes it impossible to give all, or a greater 
part of the work, to a politically favored few. 

“Should you care to get more information from 
the State Emergency Relief Administration, write 
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to Col. Josepn H. Bigley, State Manager, Depart- 
ment of Standards and Research of the New Jersey 
State Emergency Relief Administration, 540 Broad 
Street, Newark, N. J. Col. Bigley was a great 
help to the medical profession in the organization 
of this work and is continuing his interest in it. 

“I have just received from the Federal Relief 
Administration at Washington, D. C., the ‘Rules 
Regulations No. 7 governing medical care provided 
in the home of recipients of employment relief.’ 
I have not as yet had time to read it but in skim- 
ming it over, I find it is practically the same plan 
which we originated. It might be well to send 
for it. 

“I trust that the enclosed matter may be of use 
to you. If there is any way in which we can help 
you, kindly call on us and we will do all we can 
to be of assistance. We believe the plan to be 
fair to the State, fair to the Medical Profession 
and to the patients, inasmuch as it gives the 
patient the right to the choice of a physician and 
it keeps the relation between the family physician 
and the patient intact. 

“Very truly yours, 
“Chas. H. Schlichter.” 
“A” 
“Dr. A. Haines Lippincott, 
“President, Medical Society of New Jersey, 
“Camden, New Jersey. 
“Dear Dr. Lippincott: 

“The State Emergency Relief Administration is 
desirous of receiving the cooperation of your 
Society. It is our feeling that the following im- 
portant points should be discussed: 

“(1) Establishment of a uniform proceedure of 
authorizing medical care to the Emergency Relief 
Administration’s clients in various towns through- 
out the State. 

“(2) During this emergency there is an in- 
creasing need for medical care and a need of a 
larger number of physicians to take care of this 
increasing load. 

“(3) Establishment of a uniform fee for home 
visits and office visits. 


“(4) Establishment of a uniform fee for special 
visits. 
“(5) Procedure for rendering bills for services 


given to relief cases. 

“(6) The use of National Formularies or U.S. 
Pharmacopeia in issuigg prescriptions for Relief 
Cases. 

“(7) The appointment of a State Committee to 
be advisory to the State Emergency Relief Admin- 
istration. 

“(8) Appointment of committees by County 
Societies to cooperate with county and local 
municipal relief administrations. 

“It is our suggestion that your Society appoint 
a committee to meet with this administration with 
a view to discussing the above 8 points and 
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endeavor to arrive at an equitable basis of opera- 
tion. 

“If you will be so good as to advise the under- 
signed when it would be convenient for such a 
committee to meet with him, it will be greatly 
appreciated. 

“Yours very truly, 
(Signed) J. H. Bigley, 
“State Manager, Dept. of Relief Work, 
of the New Jersey State Emergency 
Relief Administration.” 
compe 
“PREAMBLE 

“In accepting this opportunity to cooperate with 
the E.R.A. the medical profession acknowledges 
its responsibility first and foremost to provide the 
best possible medical care to the indigent poor of 
New Jersey; and secondly to the profession itself 
to promote and safeguard its interests. 

“Several broad principals may be enumerated:— 
“The medical society enters into this plan for the 
period of the emergency only and it shall have the 
power to designate when the emergency is over. 

“The control of the administration of the med- 
ical relief shall reside with the society thru its 
designated state and county committees. 

“The present and future policies shall be subject 
to the approval of the society. 

“The preservation of the personal relationship 
between the doctor and patient shall be paramount. 

“The fee scheduie in general shall be on a basis 
of about 2/3 the customary fees. 

“The payment of fees shall be arranged on as 
simple and easy basis as possible to facilitate 
collection by the doctors. 

“It shall be agreed that medical relief shall be 
supplied by the individual physicians, preferably 
by the patients’ own or previous physician and 
shall insure free choice of physician by the client. 

“Clinics shall not be formed, except as approved 
by the Medical Relief Committee of the State. 

“It shall not be the policy to develop and cen- 
tralize medical care in the hospitals or clinics 
except in so far as special diagnostic and treat- 
ment aids are needed. 

“The E. R. A. shall not pay physicians for work 
in clinics; nor shall it pay hospitals for admission 
clinic charges. 

“It shall not be the policy of the E. R. A. to 
substitute midwives for physicians in obstetric 
cases. 

“Problems will arise in some counties requiring 
special recognition and treatment. 

“It is recognized that there are grave inherent 
dangers in this plan such as the development of 
a beauracracy both in the medical organization and 
the E. R. A.; that favoritism to certain physicians 
may develop; that unethical practices must be 
watched. 

“The designation of who shall receive medical 
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relief as provided by the E. R. A. is primarily for 
the E. R. A. to decide. However, the Medical 
Relief Committee of the State may make sug- 
gestions. 

“That the Medical Society enter into this plan 
for one year or for the emergency only.” 


“ORGANIZATION 
“a” 

“The organization of Medical Relief shall be as 
follows :— 

“A Medical Relief Committee of the State known 
as the Medical Relief Committee of the State So- 
ciety whose duties shall be as follows:— 

“1. To formulate policies and plans in coopera- 
tion with the E. R. A. 

“2. To carry on a close liaison with the E.R.A. 

“3. To organize sub-committees in each county 
to be known as the Medical Relief Committees of 
the County. 

“4. To act on all complaints or requests either 
from the E. R. A. or the county committees. 

“5. To gather as accurate reports as possible 
of the work in each county. 

“6. The district councilor on the committee 
shall act as organizer and supervisor of the work 
in the counties in his district.” 

“MEDICAL RELIEF COMMITTEE OF THE 
COUNTY. 

“Shall be appointed in each county. 

“Shall organize to supervise the work in each 
county in cooperation with the County Relief Ad- 
ministration. 

“Shall maintain at all times direct control over 
the Medical Relief. 

“Shall have power of approval or adjustment of 
bills, such as those objected to by the E. R. A. as 
being exorbitant, false or technically incorrect. 

“Shall have frequent contact with the E. R. A. 

“Shall secure monthly reports of the amount of 
work done, bill presented, bills paid, doctors re- 
ceiving payments and amounts, and any other 
pertinent information. 

“Shall be zealous to provide the best medical 
care—cooperate with the other health organiza- 
tions, particularly nurses. 


“py” 

“To the Presidents and Secretaries of the County 
Medical Societies: 

“The Medical Relief Committee of the State So- 
ciety submits herewith a memorandum of an 
agreement entered into with the State Emergency 
Relief Administration which outlines the practices 
to be observed in taking care of Emergency Re 
lief clients. 

“In reading through this plan you will observe 
that we have agreed to set up in each county a 
medical committee to be known as the Medical 
Relief Advisory Committee of the county to co- 
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operate with the county director in order that the 
principles set forth in this plan may be started into 
operation. 

“The Committee, therefore, requests you to take 
the following immediate steps: 

1. The County Society shall appoint or elect a 
committee of not less than five members to be 
known as the County Medical Relief Advisory 
Committee. 

“2. This committee shall immediately prepare, 
for submission to the County Director, a list of 
licensed physicians within the county who are 
willing to accept Emergency Relief cases. 

“3. The committee shall contact the County 
Director of Emergency Relief at once to arrange 
a fee schedule for the Emergency Relief clients. 

“4. While the maximum fee of $1.00 for an of- 
fice call, $2.00 for a house visit, and $25.00 for an 
obstetric case have been agreed upon, the rate for 
your individual county shall be based upon a pro- 
portion of from % to 2/3 of the prevailing average 
fees in your county. Several parts of the plan 
are worthy of special attention. 

“The doctors shall strive to take care of the 
clients in the home and shall only refer them to 
the ‘hospital for emergency conditions. 

“The method of submitting bills shall be care- 
fully studied and it should be noted that no cases 
shall be charged to the Emergency Relief Admin- 
istration unless properly authorized. 

“It will be necessary to inform every member of 
your society about the details of the plan and it 
will be published in the next issue of the State 
Journal. 

“The committee stands ready to assist in any 
way possible to help in organizing or to smooth 
out troubles which may arise. We have promised 
the Emergency Relief Administration the whole 
hearted cooperation of the profession. 

“Respectfully submitted, 
“Spencer T. Snedecor, 
“Chairman Medical Relief Committee 
of Medical Society of N. J. 
“James Fisher, Secretary.” 
“EK” 
“Report of the Medical Advisory Committee 
Of the Medical Society of New Jersey 
“PLAN OF ORGANIZATION AND FUNCTION 
“1. Organization 

“In accordance with resolutions passed by the 
Medical Society of New Jersey and as agreed to 
by Col. Joseph H. Bigley, representing the Em- 
ergency Relief Administration, Mr. John Colt, State 
Director of Emergency Relief, has appointed the 
followfng physicians as members of the State of 
New Jersey Emergency Relief Administration Medi- 
cal Advisory Committee. 

Dr. C. H. Schlichter, 556 N. Broad St., Elizabeth. 


Dr. Christopher C. Beling, 109 Clinton Ave., 
Newark. 
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Dr. S. T. Snedecor, Hackensack. : 

(Representing the Medical Relief Committee of 
the Medical Society of New Jersey.) 

“II. FUNCTION 
“A. This committee shall meet with designat- 

ed officials of the Emergency Relief Arministra- 

tion to formulate plans and to consider jointly, 
problems, questions and issues involving the in- 
terest of the Medical Profession, to consider com- 
plaints, and to maintain a liaison between the 

Emergency Relief Administration and the Medical 

Profession. 

“B. This committee shall aid in the interpreta- 
tion of these policies to local Medical Societies, 
physicians, and the public at large. 

“C. This committee shall aid in the organiza- 
tion of county medical advisory committees to 
consult with the County Directors of Emergency 
Relief.” 

“STATE OF NEW JERSEY 
“EMERGENCY RELIEF ADMINISTRATION 
“MEDICAL RELIEF POLICIES 
“RELATIONS WITH CLIENTS AND PHYSICIANS 
“1. The preservation of the personal relationship 
between the doctor and patient shall be held 

paramount. 

Medical relief shall be supplied by the in- 
dividual physicians, preferably by the pa- 
tients own or previous physician, which 
shall insure free choice of physician by 
clients. Free choice cof hospitalization in 
any accredited hospital shall be permitted. 

“3. A uniform proceedure for authorization of 
medical care shall be established for each 
county. This procedure should not be in 

conflict with the following requirements. 

All authorizations for medical care shall be 
issued in writing on the regular Relief 
Order Blanks with the exception that tele- 
phone authorizations should be immediately 
followed by such a written order. This 
order authorizes the doctor to provide medi- 
cal care for a period not to exceed two weeks 
or involving more than ten visits or repre- 
senting an expenditure of not more than 
$20.00. Medical care for more than two 
weeks shall be based only on a written re- 
newal of the original order, such renewal 
not to be issued until after a reinvestiga- 
tion of the case in the home. The Emer- 
gency Relief Administration shall not sug- 
gest the name of any one physician. 
provide rosters of physicians. 

“5. Medical care for prolonged illnesses, such as 
arthritis (chronic), asthma and chronic heart 
disease shall be authorized on an individual 
basis, and in general shall be limited to not 
more than one visit per week over a period 
not exceeding three months. In the instances 
where more frequent visits seem to be in- 
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dicated for a short period, additional authori- 
zation for such service should be required. 

“6. Authorization for emergency service rendered 
by a family physician may be provided, if 
the physician reports to the Relief Armin- 
istration within 48 hours the name and ad- 
dress of the sick indigent person, and the 
occasion for the emergency visit. Such 
cases are to be considered as exceptional 
and the approval, if given, should be con- 
ditioned upon the acceptance by the Emer- 
gency Relief Administration of the indigency 
of the patient to whom such emergency ser- 
vice is given. 

“7. The Emergency Relief Administration may 
authorize payment for medical care as a 
special or single phase of relief to a family 
or individual. 


“8. The Emergency Relief Administration shall 
not pay physicians for work in clinics; nor 
shall it pay hospitals for admission clinic 
charges. However, this administration may 
pay for unusual extra charges in connection 
with service to clinic charges such as ex- 
pensive x-ray service or unusually involved 
laboratory work, but only when essentials in 
the treatment of emergency cases. 


“9, The physician shall decide whether the pa- 
tient requires hospitalization but except in 
serious emergency the Emergency Relief 
Administration shall be notified sufficiently 
in advance of admission to permit it to es- 
tablish the property of accepting public 
responsibility for hospital charges. 


“10. Operations shall only be certified to for 
medical or surgical emergency conditions. 
“(A) The so-called elective operations shall 
not be performed on relief cases un- 
able to meet their hospital and doctor 
bills. 
“11. Only regularly licensed doctors of medicine 


shall be authorized to treat clients. This 
clause shall not, however, interfere with 
necessary treatment which may be per- 
formed by registered visiting nurses, under 
medical direction and supervision. It shall 
not be the policy of the Emergency Relief 
Administration to substitute midwives for 
physicians in obstetric cases. 


“REMUNERATION PROGRAM 

“1. A schedule of rates at which doctors may be 
reimbursed by the Emergency Relief Administra- 
tion for services rendered to patient? of any given 
county will be set up by the County Emergency Re- 
lief office. These rates shall be established by the 
County Medical Society through its Medical Relief 
Committee in conference with the County Emer- 
gency Relief Director. These rates as established 
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by each county shall be effective subject to the ap- 
rroval of the Medical Relief Committee of the 
Medical Society of New Jersey and the State head- 
quarters of the New Jersey Emergency Relief Ad- 
ministration. 
“SUBMITTING OF BILLS 

“1. Monthly bills shall be rendered by the doc- 
tors to each municipality from which authorization 
to provide medical attention at public expense has 
been received. Inasmuch as bills are to be charged 
against the calendar month in which the medical 
cara was authorized two bills are to be furnisfed. 

“(A) One to cover charges for care rendered to 
patients whose total course of treatment was com- 
pleted during one calendar month. 


“(B) The other to cover charges for care of 
patients whose course of treatment started in the 
previous calandar month and ended in the current 
month. 

Each bill shall list the number of patients and 
the number of visits made to each of these patients 
and the total cases shall support each bill and those 
authorizations shall cover all charges on the Dill 
for which payment is sought. Since the charges 
for each patient must be accompanied by the au- 
thorization for those charges (From ERA-A. 18), 
hilis will not be submitted for any case until the 
course of treatment is completed or the extent of 
the authorization as as shown in paragraph 4 of the 
Relations with clients and physicians, is exhausted. 

“2. Doctors should be advised that they must 
procure the signature of the patient or the head 
of the patient’s family on all authorizations (Form 
DCRA-A. 18) as auditors will not pass bills unless 
the signature of the client or the head of his family 
is so affixed. 

“3. The individual physician shall have the right 
of appeal from “A” Grant communities to the County 
Directors of Emergency Relief for payment of his 
tills. 

* DRUGS 

“1. All prescriptions for necessary drugs and 
medicines shall be filled from the National Formu- 
lary of U. S. Pharmacopeia or from a Hospital 
Yormulary. Payments for proprietary remedies 
shall not he reimbursed. 

“2. Physicians should use the less expensive 
drugs where possible. If expensive drugs are con- 
sidered essential a written order should be ob- 
tained. 

“RELATIONS WITH MEDICAL SOCIETIES 

“1. A medical advisory committee shall be ap- 
pointed by the State Director to assist in formu- 
lating plans to make these proposals effective. It 
shall be the joint responsibility of the Emergency 
Relief Administration and the Medical Society that 
the plans evolved be mutually acceptable to both 
sides. 

“2. The Medical Society enters into this plan 
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fur a period of one year and it shall have the power 
to designate when cooperation with the Emer- 
gency Relief Administration shall cease. 

“8. Future changes in policy shall be agreed 
upon mutually. 

“4. In each county the County Medical Society 
shall appoint a Medical Relief Committee to advise 
the County Director of Emergency Relief concern- 
jing medical problems. 

“5. The same relationship shall pertain to the 
County Medical Relief Committee and the County 
Director of Emergency Relief as exists between the 
State Director of Emergency Relief and the State 
Medical Relief Committee. All matters in dispute 
shall be considered jointly by the County Director 
of Emergency Relief and County Medical Relief 
Committee. 

“§. This committee shall supply to the County 
Relief Administration an approved list of duly 
qualified and regularly licensed physicians resid- 
ing within the county who desire to accept relief 
cases. 

“7, The committee shall have power to discipline 
physicians and to request removal from approved 
list. Appeals from the decision of county medical 
1elief committees may be taken to the State Com- 
mittee by individual physicians excluded or re- 
moved from the list of approved physicians. 


"RELATIONS WITH OTHER HEALTH AGENCIES 

“1. The Administration and its cooperating medi- 
cal committees shall be zealous to provide the best 
medical care and cooperate with other health or- 
ganizations particularly hospitals and agencies 
providing nursing service to the indigent sick in 
their homes. 


COUNTY EDITOR APPOINTMENTS 


On nomination of Dr. John B. Howell, President 
of the Central Medical Society, the appointment of 
the following county editors is announced: 

HINDS COUNTY—William F. Hand, Jackson (re- 
appointed). 

MADISON COUNTY—John W. Melvin, Camden. 

RANKIN COUNTY—J. B. Ainsworth, Florence. 

SIMPSON COUNTY—E. L. Walker, Magee (re- 
appointed) and W. J. C. Weimers, Sanatorium. 

YAZOO COUNTY—H. E. Frizell, Vaughn. 


GOVERNOR CONNOR HELPS RESEARCH 

When State Health Officer Underwood and W. 
T. Harrison, Surgeon, U. S. P. H., appealed to Gov- 
ernor Conner for permission to have convicts volun- 
teer for experimental work in the transmission of 
cpidemic encephalitis, type B, he was prompt in his 
response granting his consent. 

This is the second time that our state has been 
selected for such an important, research. It is re- 
called by all that Goldberger carried out his 
epochal research in 1915, using Mississippi convicts. 
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The progressive spirit of cooperation shown by 
our officials, our climate and the fact that the 
state is some distance from the field of infection 
has caused it to be selected again for important 
research. Governor Conner’s prompt and enlight- 
ened cooperation wius the respect and gratitude of 
physicians everywhere. 

J. S. Ullman, 
CALENDAR 
SOCIETY MEETINGS 

CENTRAL MEDICAL SOCIETY: First Tuesday 
ct each month, Robert E. Lee Hotel, Jackson, 7 
P. M. 

CLAIBORNE COUNTY MEDICAL SOCIETY: 

CLARKSDALE AND SIX COUNTIES MEDICAL 


SOCIETY: November 8, 1933, Alcazar Hotel, 
Clarksdale, 7:30 P. M. 

DELTA MEDICAL SOCIETY: 

DeSOTO COUNTY MEDICAL SOCIETY: First 


Monday of January, April, July, and October, Her- 
uando, 10 A. M. 

EAST MISSISSIPPI MEDICAL SOCIETY: Third 
Thursday in February, April, June, August, October 
and December; 3 P. M. 

HARRISON-STONE-HANCOCK COUNTIES MED- 
ICAL SOCIETY: 

HOMOCHITTO VALLEY MEDICAL SOCIETY: 
Second Thursday of January, March, July, and Oc- 
tober, Natchez, 2 P. M. 

ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY: Second Tuesday of each 
1nonth, Hotel Vicksburg, 7 P. M. 

JACKSON COUNTY MEDICAL SOCIETY: 
Second Thursday of March, June, September and 
December, usually at Jackson County Hospital, 7:30 
P. M. 

NORTH MISSISSIPPI MEDICAL SOCIETY: 

NORTHEAST MISSISSIPPI MEDICAL’ SO- 
CIETY: December 19, Tupelo. 

PIKE COUNTY MEDICAL SOCIETY: 
Thursday of each month, McComb, 7 P. M, 


SOUTH MISSISSIPPI MEDICAL SOCIETY: 
Second Thursday in September, December, March 
and June; alternates between Hattiesburg and Lau- 
rel, 3 P. M. 

TATE COUNTY MEDICAL SOCIETY: Second 
Wednesday, every other month, Senatobia, 8 P. M. 
(Not meeting regularly this year). 

TRI-COUNTY MEDICAL SOCIETY: Second 
Tuesday in March, June, September and Decem- 
ber, at Wesson, Tylertown, Monticello or Brook- 
haven, 12:30 P. M. 

WINONA DISTRICT MEDICAL SOCIETY: No- 
vember 7, Winona, 1 P. M. 

EIGHTH COUNCI1LOR’S DISTRICT: 
7. Brookhaven, 12:30 P. M. 


MISSISSIPPI STATE MEDICAL ASSOCIATION: 
May 8, 9 and 10, 1934, Natchez. 


First 


November 
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MISSISSIPPI STATE BOARD OF HEALTH 

The Clarksdale City School Board, through its 
secretary, Dr. T. M. Dye, has made request that all 
school children in Clarksdale be tuberculin tested. 
Dr. Mildred Fatherree, Sanatorium, with the co- 
eperation of local physicians and the director of the 
Coahoma County Health Department, will make 
these tests and will follow them up with physical 
examinations of chests and roentgenograms in 
eases which indicate the need for further examina- 
tion. 

Each year several children in the Clarksdale 
schools develop active tuberculosis. The Clarks- 
dale City School Board is to be congratulated for 
so closely looking after the health of the students 
and the Board is fertunate in having as its secre- 
tary Dr. T. M. Dye, Secretary of the State Medical 
Association. It is unfortunate that every school 
board does not have a progressive physician as a 
inember. 


Drs. R. N. Whitfield, T. W. Kemmerer, and J. A. 
Milne of the State Board of Health, attended the 
meeting in Indianapolis of the American Public 
Health Association, October 9-12. 


The State Board of Examiners of Nurses held 
examinations on October 2 and 3, at Jackson. Bet- 
ter showing were made by those examined than any 
previous group to come before the examining 
board. 


The State Board of Health takes pride in point- 
ing to the fact that at the September meetings of 
county boards of supervisors when budgets were 
made that not a single full-time county health de- 
partment was discontinued. Less trouble was en- 
countered than ever before in getting appropria- 
tions for local health work; in several counties the 
i ppropriations were increased. 


The five Mississippi public health nurses who 
were recertly awarded scholarships have just be- 
run four months’ graduate study. Miss Mary E. 
Brooks of Sunflower County and Mrs. Martha L. 
Pigford of Lauderdale County will attend Columbia 
University. Mrs. Nettie O. Turner, Leflore County, 
Miss Evelyn Morgan, Pike County, and Miss Ro- 
berta Mahoney of Washington County will study 
at Vanderbilt. 

The Commonwealth Fund of New York through 
its program of cooperation with the State Board 
of Health, makes five scholarships available to 
public health nurses each year. Tuition, 
and a monthly stipend are paid the nurses. 


travel 


On October 6, Dr. Underwood attended a confer- 
ence in Washington of public health workers, pe- 
diatricians, and others for the purpose of outlining 
a national child health recovery program. This 
conference was called by Miss Frances Perkins 
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of the Federal Labor Department, which depart- 
ment paid all expenses of those invited to the con- 
ference. At this meeting, the prevalence of mal- 
nutrition among the young of the Nation was dis- 
cussed and plans made for doing something for 
these children. 


The epidemiology of the outbreak of encephali- 
tis in St. Louis has since the beginning pointed to 
the possibility of mosquitoes as vectors of the dis- 
ease, but as the epidemic has progressed this 
theory of mode of transmission has gradually 
given way to the contact theory as is held by most 
authorities in the case of poliomyelitis. However, 
since the mosquito theory has been extensively 
discussed, and is held by some individuals to be 
the most likely mode of tranmission, it has been 
necessary and essential to determine this point. 
Negative evidence of mosquito transmission in 
man would be most valuable as expensive mos- 
quito control measures would, in the presence of 
epidemics, be avoided. 


Therefore, on September 19, the U. S. Public 
Health Service made known to the Mississippi 
State Board of Health its wish to conduct an ex- 
periment in the Mississippi penitentiary to prove 
or disprove the theory that encephalitis is trans- 
mitted by the mosquito. 


A joint request was promptly made by the U. S. 
Public Health Service and the Mississippi State 
Board of Health to Governor Conner to select ten 
prisoners, between the ages of 21 years and 39 
years, who would volunteer their services for the 
experiment. The Governor gave his consent and 
out of fifty prisoners who volunteered, ten were 
selected to take part in the experiment. 

Mosquitoes which had fed on the bodies of per- 
sons in St. Louis having encephalitis were brought 
to the Sunflower Hospital, Parchman Prison Farm, 
and were given human blood meals from the arms 
of volunteers. 

So again, Mississippi’s penitentiary in which 
Goldberger proved to the world the etiology and 
therapy of pellagra, has become a laboratory for 
science. 

Possibility of executive clemency for the “volun- 
teers to science’ was seen in the precedent es- 
tablished by Governor Earl Brewer in connection 
with the pellagra research of the late Dr. Joseph 
Goldberger in 1915. 

Dr. W. T. Harrison, of the U. S. Public Health 
Service, and Dr. W. P. McDavid, penitentiary phy- 
sician, are assisted by others in the experiment. 

Results of the experiment will be made known 
as soon as the work is concluded and sufficient 
time has elapsed for development of symptoms, 
if any. 

In connection with the encephalitis experiment 
just described the following brief story of the 
Goldberger pellagra experiment in Mississippi in 
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1915 will doubtless be interesting to the readers 
of the Journal. 


PELLAGRA EXPERIMENT IN MISSISSIPPI 
PENITENTIARY—1915 

In 1915, Goldberger and Wheeler of the U. S. 
Public Health Service made an experiment, at- 
tempting to produce pellagra in healthy men. This 
experiment was carried out at the farm of the 
Mississippi State Penitentiary, a few miles east of 
Jackson. On an isolated spot at this farm 3200 
acres, there is a prison camp, with cottages for 
officials, a hospital, barn, stables, and the like. 
During the period of the experiment, there were 
quartered in this camp an average of between 70 
and 80 convicts, all white males. In this number 
were twelve, who, accepting an offer of pardon 
made them by Governor Earl Brewer and with 
the assurance of proper care and treatment should 
such be needed, volunteered to submit themselves 
to the experiment. There had never been a case 
of pellagra on the farm. 

The twelve men were quartered in what was 
called the “new hospital building,” a small screened 
one-story cottage about 500 feet from the “cage” 
in which the other convicts were domiciled. From 
the time of its organization the squad was strictly 
segregated and under guard day and night. From 
February 4 to April 19, 1915, these men were 
kept under observation without any change in 
diet. Having detected no evidence of pellagra 
during this preliminary period and having estab- 
lished the desired routine work and discipline, the 
diet was changed at noon April 19, 1915. On July 
1, 1915, one of the men was discharged from the 
squad on account of prostatitis. This left eleven, 
with ages running from 24 to 50 years, who re- 
mained on the prescribed diet until October 31, 
1933. 

The quality quantity of food consumed 
weekly by these men were as follows: 

Biscuits, 41.81 lbs.; corn bread, 24.56 lbs.; grits, 
27.06 lbs.; rice, 24.25 lbs.; fried mush, 33.87 Ibs.; 
brown gravy, 37.81 lbs.; sweet potatoes, 23.62 lbs.; 
cabbage, 4.25 lbs.; collards, 23.75 lbs.; cane syrup, 
5.94 lbs.; making a total of 255.67 lbs. of food con- 
sumed during the week, or 3.32 lbs. per man per 
day, having caloric value of 2,952 calories per man 
per day. The suger was white granulated, the 
syrup home-made cane syrup. No vegetable fats 
entered into the diet. The corn meal grits were 
of the best quality. obtainable in the local market. 

The weekly work performed by these men was 
as follows: White-washing fences and buildings, 
two and one-half days; sawing lumber, two days; 
resting two and one-half days. 

The entire population of the camp was kept un- 
der observation and served as controls. The work 
done by the volunteers was about the same as 
that done by the other convicts, such differences 


and 
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as existed were in favor of the volunteers, es- 
pecially during the latter part of the experimental 
period. The general sanitary environment was the 
same for volunteers and controls, but the hygienic 
environment—personal cleanliness, cleanliness of 
quarters, freedom from insects, especially bedbugs 
—was decidedly in favor of the volunteers. 

Of the eleven men on the above diet outlined 
above, not less than six developed symptoms, in- 
cluding a typical dermatitis, justifying a diagnosis 
of pellagra. The nervous and gastro- intestinal 
symptoms were mild, but distinct. The dermatitis 
was first noted between September 12 and 24, 1915, 
or not later than five months after the beginning 
of the restricted diet. The skin lesion was first 
recognized in all cases on the scrotum. Later, 
lesions appeared on the backs of the hands in two 
cases and the backs of the neck in one case. A 
diagnosis of pellagra in these cases was concurred 
in by Dr. E. H. Galloway, Secretary of the Mis- 
sissippi State Board of Health; Dr. Nolan Stewart, 
formerly superintendent of the Mississippi State 
Hospital for thé Insane at Jackson; Dr. Marcus 
Haase, professor of dermatology in the University 
of Tennessee; and Dr. Martin F. Engman, profes- 
sor of dermatology in the Washington University 
Medical School, St. Louis, Mo. 

From these experiments, Goldberger and Wheel- 
er concluded that pellagra had been caused, in at 
least six of the eleven volunteers, as the result 
of the restricted diet on which they subsisted. 

Felix J. Underwood, 
Executive Secretary. 
Jackson, 
October 11, 1933. 


SECOND COUNCILOR DISTRICT 

Conditions in this district are better than they 
were a yeer ago. The physicians are squarely be- 
hind their able president, Dr. J. W. D. Dicks, in 
his efforts for organized medicine. President Dicks 
Las divided the state into three divisions; this 
councilor district is in the first or North Mississippi 
Division. Dr. E. R. Nobles of Rosedale, one of the 
vice-presidents will assist in the promotion of our 
work in this district. We welcome the doctor and 
will lend every aid possible. Secretaries Eason, Lit- 
tle and Miror have been on the job constantly; our 
percentage of membership will be much better this 
sear than last. Our county vice-presidents have been 
urged to work in their respective counties to get 
the members to attend the meetings, to get new 
members and to get all to take more interest in 
their medical organizations. 

Dr. Dicks is working hard and capably. Let every 
man do his best. 

L. L. Minor, 

Memphis, Councilor, Second District. 
Route 4. 
Ociober 10, 1933. 
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CENTRAL MEDICAL SOCIETY 
A regular meeting of the Central Medical Society 
was held September 5. Following a delicious ban- 
cuet dinner at the Robert E. Lea Hotel, where 58 
members and guests were present, Mr. H. T. New- 
ell, spoke for 10 minutes on the necessity of sup- 
porting the spirit of the N. R. A. 


Dr. E. L. Green presented an excellent paper on 
“The Intramuscular Injection Method of Treating 
Pernicious Anaemia With Liver Extract.” One 
case report was made and one patient presented in 
connection with this paper. 

Dr. W. F. Henderson spoke on “Hernia of the 
Stomach ‘Through the Diaphragm Causing Hemor- 
rhage”. The essayist has had several such cases 
and few, if any, have been reported in the litera- 
ture. . 

The visiting essayist, Dr. O. N. Arrington, talked 
about “Cholecystitis” and laid especial stress on the 
symptoms and treatment of these patients follow- 
ing operation. 

The following was submited by the Committee 
on Members: 

Re es A, 
DR. B. L. CULLEY 

“Whereas, Life, with its ever changing cycle, 
brings a new order, the old giving way to the new, 
yet when the one hands down a heritage of God, 
the other does well to cherish this gift and to study 
the elements that made for such beneficence; and 
the posthumous glory soon sings into forgetfulness, 
yet the verities of a true life live long after that 
liie has dropped into the tongueless silence of a 
dreamless sleep; and, 

Whereas, an estimate of one’s worth is oft times 
biased by personal regard and a true evaluation 
lost in the mazes of circumstances, still there does 
come a realization of a distinct loss, when a worth- 
while man does slip moorings from earth, and, 

Whereas, there has passed from God’s foot-stool, 
a man, who in his youth knew and endured the 
struggles so common to the youth of his day, yet 
in that same youth did align his hopes and life to 
the teachings of the Great Physician; who, when 
he became an honored member of the medical pro- 
fession, did practice that art without the least 
breath of suspicion of wrong doing on his part; 
whose home life, as husband and father, was ex- 
emplary in all respects; whose life in his Master’s 
cause was so consistent that his final illness over- 
took him while praying in the church he loved so 
well; and, 

Whereas, in the passing of our confrere, Dr. B. 
L. Culley, our medical society has suffered a keen 
loss, for there has passed from among us a man, 
who could and did pursue the even tenor of his 
way, ministering to those who needed his care, 
living up to the strictest interpretations of medical 
ethics, never forgetting that he was a gentlemen; 


end in civic and church life, ever standing for 
what he deemed to be right, unswayed by popular 
prejudice; and though men may have differed from 
him, never did they doubt the sincerity of his con- 
victions; and in his home life he brought to the 
inner circle those Christian virtures that mean 
more to the home than social prestige or financial 
cominance; therefore, 


Be it resolved by the Central Medical Society of 
Jackson, Mississippi, in regular session, this the 
fifth day cf September 1933, this being the first 
meeting of this organization since the demise of 
our associate, that this society grieves at the pass- 
ing of our late fellow practitioner, B. L. Culley, 
that we, as medica! men and citizens of the com- 
munity have lost a real friend; the profession an 
honest and capable exemplar of our art and a loyal 
supporter of all that made for its betterment, and 
the community, a man whose place can not easily be 
filled; and be it 

Further resolved, that these resolutions be 
spread upen the minutes of this organization and 
a copy be furnished the family of our departed 
associate. 

J. P. Wall 
Geo. E. Adkins 
H. C. Sheffield 


Dr. O. N. Arrington invited each member of the 
Society to the next meeting of the Tri-County So- 
ciety. 

The meeting adjourned at 9:30 P. M. until the 
first Tuesday in’ October at 7 P. M. at the Robert 
EK. Lee Hotel at which time there will be another 
banquet, plenty to eat and maybe, to drink. 

Robin Harris, 


Secretary. 
Jackson, 


September 20, 1933. 


CENTRAL MEDICAL SOCIETY 

The October meeting of the Central Medical So- 
ciety was held at the Robert E. Lee Hotel at 7 
c’clock, October 3,—with 42 doctors present. After 
partaking of a good dinner the following program 
was carried out: 

Dr. T. W. Kemmerer introduced Dr. Sanchezvigil, 
Director General of Public Health and Director of 
the National Institute of Hygiene at Nicaragua. 
Dr. Sanchezvigil will appear on the program next 
month. He is studying our methods of treating 
malaria. 

Dr. H. *. Garrison, Jr.. gave a case report on 
encephalitis in a baby several years old which was 
very interesting. It was not of the epidemic type. 
Drs. Noblin, Ricks, Garrison, Underwood and Wo- 
mack discussed the case report. 

Dr. W. S. Guyton, Pickens, discussed his own 
cuse,—a case of myasthenia gravis, progressive 
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paralysis of the muscles of deglutition. 
by Dr. A. G. Wilde. 

Dr. Bris‘er Ware’s paper on “Acute Hemorrhagic 
Pancreatitis” was very interesting. It was dis- 
cussed by Dr. Armstrong. 

Dr. J. G. Thompson read a paper on “Treatment 
of Malaria’, giving the history of treatment down 
to the present time, the use of plasmochin, ata- 
trine, ete. Discussed by Drs. Ricks, Long, Womack, 
and Simmcns. 

Appropriate resolutions in regard to the deaths 
of two of our members, Dr. Coker of Eden, and 
Dr. Anderson of Forrest, were presented. 

Dr. Julius Crisler was welcomed back after sev- 
eral months’ absence. The minutes and resolutions 
vere approved and passed without reading. The 
November meeting will be at the Robert E. Lee 
Hotel. 


Discussed 


Robin Harris, 
Secretary. 
Jackson, 
October 10, 1933. 


SLARKSDALE AND SIX COUNTIES MEDICAL 
SOCIETY 

This is an advanced notice of the regular semi- 
annual meeting of the Clarksdale and Six Counties 
Medical Society on November 8. 

The incumbent officials are striving to create a 
revival of professional interest within the Society, 
but an increased membership is imperative if the 
program is to succeed. The very foundation of or- 
ganized medicine in America is a spirited local 
medical soriety. The custody of ideal, ethical and 
scientific medicine rests with the local societies. 
The future welfare and success of local medicine 
depends upon the moral, financial and professional 
support of each individual practitioner residing in 
the precincts of his respective society. 

The past sense of pecuniary insecurity has 
criven the practiticners into a lethargy of indif- 
ference wich a forfeiture of the spirit of coopera- 
tion and the birth of unethical competition. Sus- 
picion and greed have wormed their way into the 
ranks of the profession and promise to demoralize 
organized medicine. Economic distress has fanned 
the smoldering embers but it is more of an excuse 
than a reason for the gradual dissolution of the 
county societies. The crying need at present is 
professional patriotism to curb the wholesale de- 
sertion from the local societies. 

High standards have been achieved by organized 
medicine and are shared by all physicians alike, 
but resting on won laurels can do little toward the 
maintenance of the standards in the face of threats 
vf the present social revolution. Now, as never 
Lefore, organized medicine needs you, and needs 
you badly. Won’t you support your own organiza- 
tion, the Clarksdale and Six Counties Medical So- 
ciety? 
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Come to the meeting, pay your dues and volun- 
teer for a paper on the program. See your cdl- 
leagues and urge that they to renew their mem- 
bership, 

Fraternally yours, 
V. B. Harrison, 
Secretary. 
Clarksdale, 
September 21, 1933. 
DELTA MEDICAL SOCIETY 

The annual meeting of the Delta Medical Society 
was held at the Court House, Belzoni, Wednesday, 
October 11, at 2 P. M. The program as announced 
by Dr. F. M. Acree, Secretary, was as follows: 

2:00 P. M. Meeting Called to Ordér.—Dr. J. C. 
Higdon, President. 

Invocation.—Rev. A. T. Pope. 

Address of Welcome.—B. P. Brooks. 

Response.—Dr. H. A. Gamble. 

Business Session 





Scientific Program 

Glandular Therapy in the Treatment of Func- 
tional Menstrual Disorders.—Dr. James E. Wad- 
lington, Belzoni. | 

Osteomyelitis.—Dr. John A. Crawford, Greenwood. 

Spinal Anesthesia.—Dr. G. W. Eubanks, Green- 
ville. 

Atabrine and Plasmochin in the Treatment of 
Malaria.—Dr. A. M. Wynn, Merigold. 

Programs for Medical Meetings.—Dr. R C. Smith, 
Drew. 

The Neurotic Patient.—Dr. James S. McLester, 
Birmingham, Ala. . 
BARBECUE 
At “Four Mile Lake”, 7 P. M. 


EAST MISSISSIPPI MEDICAL SOCITY 

The East Mississippi Medical Society will meet 
in the Lamar Hotel, Meridian, Thursday afternoon, 
October 19. Dr. William Krauss, formeriy of Mem- 
phis, now affiliated with the Stingily Laboratories, 
Meridian, will be officially voted to membership 
in the society. 

The following program has been prepared. 

Fracture of the Elbow Joint, Demonstrated by 
Lantern Slides—Dr. J. S. Speed, Memphis. 

Discussion opened by Dr. L. V. Rush, Meridian. 

Discussion of Some Heart Disorders.—Dr. Leon- 
ard Hart, Meridian. 

Discussion opened by Dr. T. W. Cooper, Meridian. 

Dr. Eugene Johnson of Memphis, Tenn. will ap- 
pear on the program. Title of his subject not 
known at time of this writing. 

Discussion opened by Dr. M. L. Flynt, Meridian. 

T. L. Bennett, 

Meridian, Secretary. 
October 10, 1933. 
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HARRISON-STONE-HANCOCK COUNTIES 
MEDICAL SOCIETY 

October meeting will be held at the Biloxi Hos- 
pital, Wednesday, October 4, 7:30 P. M. Subject to 
be announced. 

Riley W. Burnett, 
Acting Secretary. 
Biloxi, 
Sept. 30, 1933. 
ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY 

The regular monthly meeting of the Issaquena- 
Sharkey-Warren Counties Medical Society was held 
at the Hotel Vicksburg, October 10 at 7 P. M., with 
nineteen members and two guests present. After 
supper the following scientific program was pre- 
sented: 

1. Treatment of Syphilis With Reference To Its 
Complications.—Dr. T. P. Sparks, Jr. 

Discussed by Drs. N. B. Lewis, S W. Johnston, 
G M. Street, H. H. Haralson, G. W. Gaines, L. S. 
Lippincott, F. M. Smith and P. S. Herring. Dr. 
Sparks closed. 

2. Preoperative Care of Prostatectomy Cases.— 
Dr. G. P. Sanderson. 

Discussed by Drs. S. W. Johnston and T. P. 
Sparks, Jr. Dr. Sanderson closed. 

8. Irritable Color.—Dr. W. D. Anderson. 

Discussed by Dr. L. J. Clark. Dr. Ander- 
ron closed. 

Dr. G. Y. Hicks, Vicksburg, and Dr. V. O. Stewart, 
Anguilla were elected to membership. 

Dr. L. S. Lippineett presented statistics to show 
an increased incidence of malaria and Dr. F. M. 
Smith presented similar statistics from the Warren 
County Health Department. The Society adopted 
the following resolvtions: 

WHEREAS statistics and the experience of the 
members of this Society show that the incidence 
of malaria in and about the City of Vicksburg is 
the highest this year that it has been in many 
vears and »nossibly the highest that it has ever been, 
and, 

WHEREAS malaria incapacitates many citizens 
from performing their usual occupations, causes 
much suffering, anc sometimes causes death, and, 

WHEREAS reports of a high incidence of malaria 
are a strong deterrent to prospective visitors and 
industries because of fear of infection, and, 

WHEREAS malaria is transmitted by mosquitoes 
end it is a proved fact that mosquitoes can be eradi- 
cated, 

BE IT, THEREFCRE, 

RESOLVED 

THAT the president of this society appoint a ma- 
laria committee, that representatives of the War- 
ren County Health Department, the Vicksburg 
Chamber of Commerce, the Mayor and Commis- 
sioners of the City of Vicksburg, the Board of Su- 
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pervisors cf Warren County, and the United States 
Engineers, be asked to join the committee of this 
Society, and that the joint committee thus formed 
be urged to use every effort to bring about a mos- 
quito free community thereby eradicating malaria. 
Leon S. Lippincott, 
Secretary. 
The president appointed as a committee Drs. L. 
S. Lippincett, S. W. Johnston and B. B. Martin. 
The next meeting of the Society will be held at 
the Hotel Vicksburg on Tuesday, November 14, at 
7 P. M. The committee in charge of program is 
Dr. N. B. Lewis, Chairman; Dr. G. W. Gaines, Dr. 
I. C. Knox and Dr. W. H. Scudder. 


ADAMS COUNTY 

During October, Dr. John W. D. Dicks, President 
of the Mississippi State Medical Association, was a 
guest of the Pike County Medical Society at Mc- 
Comb and the Delta Medical Society at Belzoni. 

The Homochitto Valley Medical Society met in 
Natchez on October 12, for the annual election of 
oificers and the appointment of committees for the 
State meeting in Natchez in 1934. 

There was also a presentation of a photograph 
of Dr. Join W. Monette, one of Mississippi’s pio- 
neers in medicine, to the Society at this meeting 
at which was present a grandson of Dr. Monette, 
Mr. Gerard Brandon of Natchez. 

The Women’s Auxiliary of the Homochitto Valley 
Medical Society also met in Natchez in beautiful 
Duncan Park. 

Everyone in Natchez marking time waiting for 
better times which we hope soon to come. 

We are looking forward to a fine state meeting 
next May at which time we anticipate a splendid 
aitendance. Dear Old Natchez awaits you to wel- 
come you and make you happy for having come. 

Lucien S. Gaudet, 
County Editor. 
Natchez, 
October 9, 1933. 


COPIAH COUNTY 
Dr. L. R. Reid of Jackson, has located at Rockport 
with his office in the Moore building. The citi- 
zens of this town ard section, which is one of the 
most prosperous in Copiah county, are jubilant with 
having a physician locate with them. 
W. L. Little, 


County Editor. 
Wesson, 


October 3, 1933. 


DESOTO COUNTY 
The physicians of the county are all busy in their 
practice and are trying to collect from those owing 
them. While there is a vast room for improve- 
ment, conditions are no doubt better. 
The Mississippi State Medical Association News 
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in our New Orleans Medical and Surgical Journal 
is indeed interesting. I read every line. I read 
Drs. Bryan of Monroe, Dickins of LeFlore, Wood 
of Panola, Donaldson of Pontotoc and all others. 
I was glad to see an article from my old time 
friend, I. A. Chadwick of Carthage, Leake County. 
Keep up the good work. 
L. L. Minor, 

County Editor. 
Memphis, 
R. F. D. No. 4. 
October 10, 1933. 


HANCOCK COUNTY 

Mr. Editor, I am a little late this time but can- 
not help that either. 

The MHarrison-Stone-Hancock Medical Society 
met October 1 in Biloxi with the Biloxi City Hos- 
pital; meeting well attended and a good meeting; 
some very interesting cases brought before the 
meeting. 

The doctors of our county who are doing gen- 
tral practice are not so busy as a few months ago. 
The county health officer seems quite busy, but 
his practice is so scattered over the county that 
he has long trips to make. We have five super- 
visors and each one has friends to do medical re- 
lief for, or he might let his political machine get 
weak some places. He is the man to control the 
county health officer, wheel in a wheel you see. 
I am informed that the writer lost a patient this 
month to the county health officer, at the request 
of the member of the board from that beat. I 
think this might be true as the patient has not 
shown up since that time to me for treatment, not 
to pay his bill. Two birds at one shot, by the 
county health officer. Well, the game law is now 
open it seems. You see we have a good man for 
a county health officer. The board of supervisors 
appreciate his ability to do things. He now has 
full control of who is admitted to our little hospi- 
tal for charity treatment. I think this is a very 
nice arrangement as he travels the county more 
than any other doctor in the county, therefore, 
know the needs of the people better, etc. Really 
it might be a good idea to have only a county doc- 
tor to look after the entire county. Possibly some 
of us poor devils who try to make a living on our 
own merits get a salary too as an assistant to the 
county health doctor. His business is or will get 
to be very heavy under present conditions and 
arrangements. Well, there has been nothing put 
in force as yet to deprive the colored midwives 
of their jobs. 

Dr. M. J. Wolf, of our town had visitors from 
New Orleans and he with his wife had an enjoy- 
able time fishing for one day. . 

The writer went shrimping; didn’t have such 
a nice time first trip out as we happened to gef 
out over the water too far on a loose plank and 
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it kicked up and had us trying to regain balance 
for a long time—seemed long time, but finally 
realizing that there was no chance to avoid the 
thing and simply ‘had to leap as far out into the 
water as possible to avoid hitting lower part of 
the wharf. Well, the wharf is not so high but 
it did seem far enough to the water but it was 
possible to get out anway. Also after getting out 
and feeling grateful for same realized that the only 
glasses we possess was left behind and nothing 
to do but go back for them. It had been said 
that we resembled a porpoise while diving for 
them, but now we have them just the same and 
had better luck next trip out. 

Dr. J. C. Buckley has also had a nice trip and 
vacation; now back on the job as usual . 

Dr. A. P. Smith also recently had a nice trip and 
vacation. 

Dr. Russo of New Orleans visited Dr. Ward last 
Sunday. He owns a home in Waveland, lives 
there through the summer and week ends in win- 
ter. 

Dr. E. C. Parker, of Gulfport, is away for a ten 
days’ trip at this time. 

D. H. Ward, M. D. 
County Editor. 
Bay St. Louis, 
October 11, 1933. 


HINDS COUNTY 

The Central Medical Society met the evening of 
October 4 with a good attendance. The program 
was splendid. Many lively discussions developed 
from the reading of the papers. 

Dr. Julius Crisler, who has been away from his 
office for about six months, has returned to Jack- 
son and resumed his practice. We are all de- 
lighted that Dr. Crisler has regained his health. 

Dr. Wm. F. Hand, Jackson, has just returned 
from Detroit where he spent his vacation visiting 
the various hospitals and clinics of that city. 

Dr. Nathan Kendall is away for two weeks spend- 
ing his vacation is Penrfsyivania. Dr. Kendall 
finished his hospital work at Lackenau and shall 
most certainly have a pleasant and instructive 
visit there. 

Wm. F. Hand, 
County Editor. 
Jackson, 
October 7, 1933. 


ISSAQUENA COUNTY 

Dr. E. H. Wilson of Vicksburg was a distinguished 
visitor to Mayerville last week in attendance at 
the October term of our Circuit Court, having been 
called here as a witness in an important railroad 
case. While here he and Dr. W. H. Scudder were 
appointed by the Court to pass on the sanity of 
one of the state prisoners charged with highway 
robbery. The hat bands of the two doctors were 
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subjected to a very severe strain at being called 
on to act as alienists, but they were fully equal 
to the occasion. Subsequent developments in this 
case have proven the soundness of their decision. 
Why send to Halifax for medical talent! 


Both Drs. J. B. Benton and T. W. Huey were in 
attendance at this Court. Our doctors have always 
been important personages in the affairs of our 
county. 

Dr. W. H. Scudder, accompanied by ‘his grand- 
daughter, little Miss Trudie Langford of Grace, 
recently spent a week in Chicago at the great 
Century of Progress Exposition. It is certainly 
outstandingly unique in its class. It is different, 
incomparable. In daring departure from the ordin- 
ary it outclasses anything ever before presented 
to the public. It is overwhelming! The doctor 
claims to have taken this outing just for his little 
granddaughter’s benefit, but really he has always 
wanted to see something big, or grand, even be- 
fore he missed the Centennial in Philadelphia, 
and the other World’s Fair in Chicago in 1893. 

W. H. Scudder, 
County Editor. 
Mayersville, 
October 10, 1933. 


LEE COUNTY 

Lee County has had a black eye a number of 
times this year and it was my fault. I only wish 
I could get things done like my good friend Dr. 
Bryan. I know that I can never do as well as he 
does in writing or anything else. When he prom- 
ises he will it is done. Truly he is the greatest 
man in the profession. His influence and work 
for the profession will live long after he has gone. 

Lee County was well represented at our last 
meeting at Calhoun City and we all had a good day 
and enjoyed a splendid program and even though 
it was awful hot we got cooled off with some of 
the best bottled coffee that I have ever tasted. 
No one took time to ask the brand—it was all 
good. 

Dr. J. L. Kellum is now located at Saltillo doing 
his stuff and he is a real doctor and a man whom 
you can always depend on to do what he thinks is 
right. 

Dr. R. D. Kirk will attend the meeting of the A. 
C. S. in Chicago and also see the fair. 

Several of our doctors are planning to attend 
the Southern Medical Meeting at Richmond in No- 
vember. It is a great trip in the autumn season 
to drive to Richmond over the Blue Ridge Moun- 
tains and let me suggest that you get the old 
flivver out and oil it up and let’s take that ride. 
It will only take a day and a half to drive it and 
oh, boy, you will enjoy it. 

We are having lots of malaria and a little ty- 
phoid and lots of everything and the doctors are 
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quite busy and with the rush in collections. Boys, 
we are still living and that is about all. 
We are glad to have “Grand Dad” Dr. W. C. 


Spencer out and about again. He has been dis- 
abled for several months. It is always an inspira- 
tion to meet Dr. Spencer and to know him is to 
love and honor him. 

Just tell the other doctors that we Lee County 
doctors are one hundred per cent for the exemp- 
tion from the sales tax and for the repeal and for 
the more equal distribution of the charity fund of 
the state and anything else that is for the good 
of the profession. 

R. B. Cladwell, 
County Editor. 
Baldwyn, 
October 7, 1933. 


LEFLORE COUNTY 

Dr. George J. Mancill, Indianola, was in Green- 
wood September 8. 

Dr. George Baskervill visited Jackson on Sep- 
tember 9. 

Dr. J. D. Biles, Sumner, visited his daughter, 
Mrs. Bell, while attending business in Greenwood 
on September 19. 

Dr. B. H. Higdon, Sunflower, was 
September 29. 

Dr. and Mrs. L. B. Otken went to Chicago Octo- 
ber 1 on the American Legion Special to attend 
the Convention, and also the fair. 

Dr. George Baskervill left October 1 for New 
York City to attend the “World’s Series,” the 
guest of Hugh Critz. If the Giants win he will 
be in his office on October 10. 

Dr. Stirling Claiborne, who is serving his intern- 
ship at Massachusetts General Hospital, Boston, 
is on a visit to his home here. 

Mrs. Y. T. Eggleston, Jr., nee Miss Frances 
Anderson, formerly technician for the late Dr. J. 
P. Kennedy, has accepted a position as technician 
at the Greenwood-Leflore Hospital. 

W. B. Dickins, 


in the city 


County Editor. 
Greenwood, 
October 7, 1933. 
MONROE COUNTY 
Whew! Wasn't September a scorcher? But Oc- 


tober, I hope, will be better. At least, it has opened 
up nice and cool. 

All my doctors are in good health, but they are 
pretty busy, I think. It is evident that we are hav- 
ing more malaria tc deal with than we have had 
for several years. However, we do not report nearly 
as much as formerly; for we have stopped calling 
every thing we meet malaria. Our county labora- 
tory has been worth untold sums to us and our 
people. The saving in quinine, alone, would pay 
the running expense of this laboratory. When I 
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was acting county health officer, my doctors would 
report thousands of cases of malaria in a single 
month. I knew this was wrong. After I had succeeded 
in establishing this diagnostic laboratory the inci- 
dence of malaria crumpled at once. Now, our 
doctors rarely treat or report a case as malaria 
until the diagnosis is verified. We have a most ef- 
ficient technician and the hardest worker I ever 
knew. She made and reported an examination for 
every seven minutes of her working hours in the 
month of September. These specimens—all kinds— 
are sent in to her and she phones reports to the 
doctor sending them immediately after examination. 
Our people are completely sold on the idea and ap- 
preciate the service more than they do any public 
service they get. This laboratory is not in compe- 
tition with any commercial laboratory; for the 
people con}Id not pay for this service. And the 
poorest people as well as the more well to do get 
the service, just the same. I am convinced, that 
more of our recent graduates in medicine would 
locate in the rural districts if they knew they 
could get laboratory help in their work. I main- 
tain that the country people are entitled to the 
best medical and hospital service that can be 
given any people. The county laboratory and com- 
munity hospital is the solution of this cryisg need 
and perplexing question. Correct diagnosis is fun- 
damental in scientific practice of medicine. And 
any other kind of medical practice is criminal 
These last two statements lead me to wonder if we, 
coctors, keep our records and our consciences clear 
and clean in our dealings with the sick and near 
sick? I wonder if we do not encourage, and even, 
practice a little Voodooism? It is so easy to look 
at a tongue, insert a thermometer, write a pre- 
scription and charge two dollars (then collect it if 
we can). 

I wonder if I am preaching a bit or, maybe, just 
running afield? 

i regret to know and chronicle the fact that Dr. 
E. D. Boozer’s eldest son (a fine, manly, youth) is 
not well and, perhaps, may not be well for some 
months. Here is hoping that he progresses to 
complete recovery at the earliest possible day. 

How I regret that all my friends did not meet 
me at Calhoun City on September 19. We 
had a wonderful meeting—a splendid program and 
the finest spirit of brotherhood imaginable. Many 
of our friends from beyond our borders were there. 
Quite a few from Memphis, Greenville and else- 
where were there. The picnic dinner served at six 
o’clock at the fair grounds was up to any standard 
that might be used in judgment. The hospitality 
of the citizens of Calhoun was splendid. Doctors, 
iawyers, ministers and, above all, the LADIES, 
went beyond all bounds to make us enjoy our visit. 
The society voted to hold one meeting each year 
at Greenwood Springs (in Monroe county). This 
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meeting is to be, either in June or September of 
each year—this because the meeting must of* ne- 
essity, be neld in an open pavilion. I heard some 
one whisper that it might be well to have the other 
summer meeting at Calhoun City. But if that 
should be proposed Dr. Walker would want the 
other TWO meetings at Houlka. That would never 
do; for he and Philpot would be enemies for the 
remainder of their lives. This simply must not 
happen. 

Our December (Christmas) meeting will be at 
Tupelo. Meet me there. 

G. S. Bryan, 


County Editor. 
Amory, 


October 3, 1933. 


PEARL RIVER COUNTY 
Once again I find time, or take time, to write 
a few lines. If all the calls were answered now 
the physician would soon work himself to death 
end be a pauper in addition. It is well that we 
are able to say no sometimes. 


Quite a number of surgical cases have been 
brought to the hospitals in this section recently. 
Few of them are able to pay for the operation. The 
raerchants in this county say that there is a slight 
increase in business but the physician will be about 
the last fellow to feel it it seems. 

The South 
Laurel 


Mississippi Medical Society met in 
on September 14. Those attending from 
Pzarl River County were Drs. V. B. Martin, N. W. 
Fountain, and G. E Godman. 
which was a very 


After the program, 
interesting one, dinner was 
served on the lawn of the Laurel General Hospital 
by Mrs. Varnado, superintendent of the hospital. It 
was an excellent repast and enjoyed very much. 

The county health department has been quite 
busy getting matters of sanitation looked after 
and in getting immunization work done. It also 
has a dairying industry under its supervision 
amounting to well above $100,000.00 per year. 
This is the outgrowth of the standard milk ordi- 
nance passed by the City of Picayune in 1929. It 
was passed as a public health measure to provide 
safe milk for the people of the city. But it has 
now reached further, a market was developed in 
New Orleans for Grade A pasteurized milk, tiie 
surplus is sold there, and at present this industry 
is developing rapid!y. There are at present about 
twenty-four Grade A dairies in the vicinity of 
Picayune with about eight others in course of con- 
struction. 

I note the questions for discussion in the October 
issues of the Journal. I wish to state that the 
physicians of Pearl River County, some of them 
at least, have received some remuneration thru the 
R. F. C. In a few instances glasses have been se- 
cured for school children of indigent parents from 
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eye specialists and paid for by the R. F. C. The 
people who receive aid, however, do not use any ot 
that aid for paying their physician. They are not 
zilowed any money, only clothes and groceries. In 
a number of cases the druggist has been paid for 
medicine to be used by these people. This has 
been done in many In a good many 
cases the physician gets something, about enougi 
for expens?s, but it comes directly from the relief 
worker and not from the patient. There is a large 
vercentage of the people who receive aid who just 
loaf and wait for the next issue. Some of them 
refuse work when it is offered them so long as they 
can get anything from the R. F. C. The physician 
gets nothing out of any of these people. 


instances. 


I hope that you get some expression from the 
general practitioners of this county. I feel sure 
that there will be no just accusations against the 
county health officer here of having deprived the 
gceneral practitioner of anything. 


comes 


Whenever it be- 
for him to do such practice as 
vill please the politicians to the detriment of the 
general practitioner, in order to hold his position, 
he expects to resign at once and become a general 
practitioner himself. 


necessary 


G. E. Godman, 
County Editor. 
Poplarville, 
October 3, 1933. 
PIKE COUNTY 

The Pike County Medical Society is one hundred 
yer cent in membership, having for years enjoyed 
the cooperation of all the doctors within its ter- 
riiory. 

Dr. B. J. Hewitt attended the Railway Surgeons’ 
Convention in Chicago, August 10, 11, and 12. 
While there he and his family also enjoyed the 
World’s Fair. 

Dr. G. W. Robinsen was present at the Railway 
Surgeons’ Convention in August. He and his 
family remained a week to enjoy the Century of 
Progress Fair. 

Dr. L. W. Brock and family motored to Chicago 
to take in the World’s Fair. 

Dr. T. E. Hewitt was in Chicago attending the 
Railway Surgeons’ Convention August 10, 11, and 
12. After the convention Dr. and Mrs. Hewitt en- 
joyed the World’s Fair. 

Dr. M. D. Ratcliff attended the Radiological 
Convention the latter part of September. 

Dr. T. Paul Haney, Jr., county health officer, and 
his family have recently returned from a short 
vacation trip. 


Dr. Bamber, nationally known heart specialist of 
the visiting physician at the 
Medical 
The afternoon was taken up by a heart 


New Orleans was 
September meeting of the Pike County 


Society. 
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clinic. In the evening Dr. Bamber delivered a lec- 
ture on the diseases of the heart. 


Dr. T. Paul Haney, Jr., Miss Anna Belle Lesser, 
and Miss Inez Driskell attended a health confer- 
ence in Cincinnati the early part of October. 


At the October meeting, the Pike County Medical 
Society sponsored a G. U. Clinic at the afternoon 
session. Dr. H. W. Kostmayer of New: Orleans 
gave a most interesting lecture. The society was 
honored in having as its guests Dr. J. W. D. 
Dicks, President of the State Medical Association, 
and Dr. L. J. Clark of Vicksburg. Dr. Dicks spoke 
concerning the activities of the state medical work; 
Dr. Clark read a carefully prepared paper before the 
society, his subject, Parathyroid Disease. 


T. E. Hewitt, 
County Editor. 
Summitt, 
October 9, 1933. 
* 
PONTOTOC COUNTY 
The health of Pontotoc County is gradually im- 
proving. Still have some malaria but it is gradual- 
ly giving away. We have had very little typhoid in 
county this year. As county health officer, I have 
been giving quite a lot of typhoid vaccine, in round 
numbers 8,000 up to date. Fifteen or twenty years 
ago we would have as many as fifty cases of ty- 
phoid in a month. I attribute the change to the 
better hygienic conditions and the number of people 
being innoculated against it. I have given 255 
complete treatments against diphtheria this year. 
The Northeast Mississippi Thirteen County Medi- 
cal Society met in Calhoun City in September with 
the largest attendance we have had this year. We 
had a very interesting program. Dr. Underwood 
was present and gave us some splendid ideas. We 
are always glad to hear from Dr. Underwood. Our 
next meeting will be the third Tuesday in December 
at Tupelo, at which time we will elect officers for 
next year. 
R. P. Donaldson, 


County Editor. 
Pontotoc, 


October 7, 1933. 


TISHOMINGO COUNTY 

Dr. A. E. Bostick and family have just returned 
from Washington City where they visited rela- 
tives and made inspections of quite a number of 
places of interest while there. 

Dr. Whitehurst has recently visited his daughter 
and reports that she is well pleased with M. S. C. W. 
which she is attending. 

Dr. T. Paul Haney, Jr., McComb, is visiting his 
father and mother Dr. and Mrs. Haney, Sr., Iuka. 

We most assuredly did enjoy our meeting at 


Calhoun City on 19th ult. The papers were super- 
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fine, the discussions were good and the entertain- 
ment most excellent. 
T. P. Haney, Sr., 
County Editor. 
Iuka, 
October 7, 1933. 


WARREN COUNTY 

Last month the venerable Dr. Samuel Pool, of 
I eakesville, a practicing physician for fifty years 
end not retired as yet, visited his son, Dr. W. C. 
Fool of Cary. While on this visit Dr. Pool, ac- 
companied by his son, attended the staff meeting of 
the Vicksburg Infirmary at its August meeting. 

Dr. George Street during the past month made 
a business trip to Rayville, Louisiana. 


Dr. and Mrs. B. B. Martin made an overland 
rip to attend the Century of Progress Exposition 
at Chicago. 


Dr. Edley H. Jones, so we are informed, last 
month just had to see Chicago and the “World’s 
Fair.” 

We are informed that Dr. W. P. Robert and Dr. 
Tom Sparks of the Vicksburg Hospital staff did not 
“come from Alabama with a banjo on their knee,” 
but during the month of August they visited Ala- 
bama with a anyway for a spree. 

Honorable Joe Folse was an invited guest at the 
staff meeting of the Mississippi State Charity Hos- 
pital, Vicksburg, at its last monthly meeting. Mr. 
Folse as we understand is Secretary of the Missis- 
sippi State Budget Committee. He addressed the 
meeting and held the undivided attention of those 
present. He stated. as we understood him, that 
the problems of any organization, people or indi- 
vidual, were to a great extent due to inefficiency; 
that if the doctors of the country would face facts 
end recognize facts, and approach these facts in an 
intelligent manner and with efficient action that 
they would solve successfully their problems. He 
complimented the Siate Charity Hospital for main- 
taining the number of beds they maintain at the 
low cost of maintenance. 

Dr. H. C. Owen of Holly Bluff, was a visitor to 
our city last month and while here attended the 
monthly staff meeting of the Vicksburg Sanitarium. 

Town taik advises us that Dr. C. J. Edwards for- 
got that he was a throat and nose specialist for 
human beings, but in his subconscious activities 
spent several days on the Coast trying to persuade 
the “finny tribe” to open their mouths and let him 
iutroduce a crooked probe. 

Dr. H. Edmondson, Edwards, was a visitor in our 
city the past month and attended the monthly staff 
meeting of the Vicksburg Hospital. 

We are reliably informed that Dr. J. A. K. Bir- 
chett, Jr takes his vacation beginning Oct. 5, and 
immediately goes in training for a few days to 
qualify as best man et Dr. Gilruth Darrington’s ap- 
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rroaching wedding. Best wishes to partners and 
sparring partners. ; 

A beautiful wedding was solemnized in the home 
of Dr. and Mrs. Vincent Bonelli, 2200 Cherry Street, 
Vicksburg, on Sept. 26, when their daughter, Miss 
Gladys, was given in marriage to Mr. Edward S. 
Butts, of our city. The wedding ceremony was 
performed by Dr. W. H. Morgan of the First Bap- 
tist Church, Vicksburg. The happy couple are 
honeymooning on a Caribbean voyage. 

The local Y. M. C. A. of Vicksburg, sponsors sev- 
eral classes in cooperation with the State Depart- 
ment of Vocational Education. One of these classes 
that has been conducted for several years is open 
to the second and third year student nurses and 
laboratory technicians of the several hospitals of 
our city. The course is an eight months’ course 
with one hour a week given to didactic lectures, 
quizzes, oral and written examinations. The sub- 
ject matter taught is general and special bacteri- 
ology of transmissible diseases with nursing and 
ted side care of same. The class is taught by Dr. 
F. Michael Smith, of the Warren County Health 
Departmeut, and the first assembly and organiza- 
tion of the class for this session was held Thurs- 
day, Sept. 21, with an enrollment of forty-three stu- 
dents. 

The Mississippi State Tuberculosis Association 
held its annual convocation at the Robert E. Lee 
Hotel, Jackson, Wednesday, Sept. 27. The follow- 
ing wives of doctors of Warren County attended 
this meeting. Mesdames H. H. Haralson, Leon S. 
Lippincott, Sidney W. Johnston, and F. M. Smith. 
They report a satisfying banquet and an interesting 
and educational session. 

Dr. H. T. Ims, 
County Editor. 
Vicksburg, 
September 30, 1933. 


WASHINGTON COUNTY 

Dr. E. T. White, Greenville, spent ten days in 
Hot Springs this past month where he enjoyed a 
complete rest. 

Dr. H. A. Gamble, Greenville, attended the meet- 
ing of the Nationa! Cotton Seed Produce Associa- 
tion at the Hotel Peabody, Memphis, on September 
12. 

Dr. R. N. Crockett, Winterville, spent a few 
days in Memphis with friends during the past 
month. 

Dr. Paul Gamble, Greenville, made a short trip 
to Arkansas where he was busy looking after 
farming interests. 

Dr. H. A. Gamble and Dr. R. E. Wilson, Green, 
ville, attended the Northeast Mississippi Thirteen 
County medical mecting which was held at Calhoun 
City during the latter part of September. They 
reported a most irstructive meeting and compli- 
mented the doctors in that section both on the 
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scientific meeting and the entertainment that was 
given. 

It is with deep regret that all of the friends of 
Dr. T. F. Wilson of Arcola learned of his death on 
September 23. Dr. Wilson was beloved by all who 
knew him. This section will greatly miss him, and 
the sympathy of not only those of his profession, 
but of all his friends goes out to his family. 
Greenville, John G. Archer, 
September 29, 1933 County Editor. 


Dr. T. F. Willson of Arcola, prominent Washing- 
ion County physician and planter, passed away at 
the King’s Daughters’ Hospital, Greenville, Septem- 
ber 23. 

Thomas Friend Willson was born near Richmond, 
Virginia, 54 years ago. For a time he lived in Pow- 
hatan County. After receiving his education in 
the schools of his native state, he was later gradu- 
ated from 1 medical college in Richmond. 

Dr. Willson came to the Delta and Washington 
County in 1900 and for more than thirty years 
practiced nis profession and engaged in farming 
in the Arcola community. 

He was prominent in the civic affairs of this 
county. Dr. Willson served as president of the 
Delta Medical Society in 1927, and was a member 
of the State and Southern Medical Associations. He 
was a member of the Episcopal Church. 

Dr. Willson was for many years a member of the 
executive committee of the Washington County 
Red Cross Chapter and held the position also of 
recording secretary. 

In 1914 he was married to Mrs. Clara B. Downs 
who survives along with three sisters, Misses Sally, 
Mary Webster and Ethel Willson, all of Ballsville, 
Virginia. 

Dr. T. F. Willson stood high in his profession and 
was beloved by all who knew him. He was a true 
gentleman, a real triend, and he will be greatly 
missed by all who knew him. 


WILKERSON COUNTY 

Our little community was indeed saddened during 
the past week by the death of two of our physicians, 
Dr. N. Norwood Street of Lonoke, Ark., and Dr. J. 
O. Robert of Mars Hill, N. C 

DR. H. NORWOOD STREET 

Dr. Street died suddenly at his home in Lonoke, 
Oct. 2, and was brought to Centreville for inter- 
ment. He was sixty-five years of age, born at 
Street, Wilkerson County. A graduate of Tulane 
University in 1890, he began the practice of medi- 
cine in Gloster and after practicing there for ten to 
twelve years moved to Little Rock, Ark., and then 
to Lonoke, Ark., where he was engaged in general 
rractice at the time of his death. He had devoted 
forty years of his life to the practice of medicine. 


Dr. Street was a man of splendid character, a de- 
voted member of the Presbyterian Church and an 
eider in the church for a number of years. At the 
time of his death he was teacher of the Men’s Bible 
Class in Lonoke. Although Dr. Street had not lived 
here for a number of years, he visited us regularly 
and we sincerely mourn the death of this beloved 
physician. 

He is survived by his wife and two children, Mr. 
T. N. Street of Centreville, and Mrs. John S. Land 
of New Orleans, La. He also leaves a number of 
brothers and sisters of our community to whom we 
extend our heartfelt sympathy. 

DR. J. C. ROBERT 

Dr. J. C. Robert of Mars Hill, N. C. was brought 
to Centreville for interment having passed away on 
Monday, Oct. 2. He had been making his home 
there for about ten years. The services were con- 
ducted by the pastor, Rev. S. G. Pope, who paid a 
fine tribute to the memory of the deceased, and was 
followed by Dr. J. C. Robert, Jr., who spoke in a 
most touching and beautiful manner of the life that 
his father had spent and of what that life has 
meant to his family and to the communities in 
which he has lived. The remains were then in- 
terred in the Centreville Cemetery under a lovely 
display of gorgeous flowers, which were the ex- 
pression of the affection in which he was held 
in his old home town. 

Dr. Robert, who was 89 years of age, was born 
in South Carolina on May 4, 1844. He enlisted in 
the Confederate service at the beginning of the war 
between the states 2s a member of the 4th Georgia 
Infantry and was promoted to a lieutenancy. After 
the war he graduated from the Medical Department 
of the University of Nashville and after practicing 
for several years in Arkansas, in 1874 he moved to 
Centreville and continued the practice of his pro- 
fession. 

Blessed with a longer span of days than is us- 
ually given to mortal man his extended life was 
filled with usefulness, and the good that he was 
able to do will stand as a monument to his memory 
in the lives of future generations. We can say 
without equivocation that there have been few men, 
if any, whom we have known, who have given more 
generously and cheerfully of their time and ability 
to help others. He was enthusiastic and untiring 
in his work for his community and his God, and 
those who knew him best know only too well how 
great were his accomlpsihments. Wilkinson County 
owes him much; our people should feel grateful for 
the great services which he has rendered and for 
the benediction of his life. 

He is survived by his wife, four sons and one 
daughter, Dr. J. C. Robert of Poplarville; Col. W. 
P. Robert of Washington, D. C.; Mr. S. A. Robert of 
Jackson; Dr. J. J. Rubert of Baton Rouge, and Mrs. 
Fannie R. White of Norwood, La. 

On October 5, Mr. L. C. Field, age 75 years, of 
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Centreville, died suddenly with heart trouble at his 
home here. Mr. Field was a man of sterling char- 
acter and was loved by all who knew him. We wish 
to extend our sympathy to his family and to his 
nephews, Drs. R. J. and S. E. Field of Ceftreville, 
and Dr. L. C. Field of Shaw. The death of Mr. 
Field is indeed sad as he was the last member of 
this family 

The Centreville nurses were hosts for the Five 
County Nurses Association which was held on the 
lawn of Field Memorial Hospital, September 15. 
The meeting was well attended and the annual 
election of officers was held. Miss Syd Vaughn of 
Brookhaven was elected president; Miss Inez Dris- 
kell of McComb, vice-president, and Mrs. Connie 
Peak Higdon of Hazlehurst, secretary and treasurer. 

S. E. Field, 

Centreville, County Editor. 
October 9, 1933. 


WINSTON COUNTY 

Dr. E. L. Richardson, our county health officer, 
attended the fair at Chicago this month. 

Mr. W. G. Wilson, Louisville, announced the mar- 
riage of his daughter, Mrs. Homer Coldwell, to Dr. 
S. W. Pearson of our city last week. Many happy 
days and prosperity for them. 

Dr. W. A. Young, Boon, spent a day or two in the 
city shopping last week. 

We noticed Dr. L. T. Parks from the Fearn 
Springs neighborhood in the city this week. 

It is now, the purpose of the writer to attend the 
meeing of the Southern Medical Association at 
Richmond, Va., next month, if not providentially 
prevented. 

M. L. Montgomery, 
County Editor. 
Louisville, 
October 1, 1933. 





WOMAN’S AUXILIARY TO THE MISSISSIPPI 
STATE MEDICAL ASSOCIATION 


President—Mrs. Frank L. VanAlstine, Jackson. 

President-Elect, Mrs. Henry Boswell, Sanitorium. 

Secretary—Mrs. Adna Wilde, Jackson. 

Press and Publicity, Chairman—Mrs. Leon S. 
Lippincott, Vicksburg. 

FROM OUR STATE PRESIDENT 

After a most restful and enjoyable vacation, in- 
cluding a short trip to the Century of Progress 
and visiting with friends and relatives in Canada 
and the mountains of North Carolina and Ten- 
nessee, we turn our thoughts toward the Auxiliary 
and the work to be done, the many pleasures to 
be anticipated, and the friendships to be enjoyed. 

There is no radical change in any department 
of work. Mrs. Pool has prepared a_ suggestive 
program, and we wish to stress the Preventorium, 


that we may do educational work as to its purpose 
and accomplishments, and contribute to our fund 
for its use. 

May I ask, especially, for your cooperation in 
the department of Press and Publicity. We all 
enjoy the news items for they seem to be a little 
personal visit with each other every month and 
it is through knowing each other that our friend- 
ships are formed and strengthened and I feel that 
this department is very helpful and very necessary 
to the progress of the Auxiliary. 

Another reason for using this department for 
the exchange of thoughts and a source of informa- 
tion is the fact that the Medical Association has 
seen the place our Auxiliary can take in the pro- 
motion of the welfare of the medical profession 
and has given us space in its Journal to use as we 
wish, and it is not just fair to them to fall down 
on our job. So let Mrs. Lippincott have your items 
of interest either personal mention or auxiliary 
activities that she may face the editor of the 
Journal with a smile and full pages on the tenth 
each month. 

Mrs. Frank L. Van Alstine. 
Jackson, 
September 28, 1933. 





FROM THE NATIONAL PRESS AND 
PUBLICITY CHAIRMAN 

We are going to try out a new plan this year. 
Instead of sending out a news-letter each month 
the material which would reach you through this 
means will be published in the Americal Medical 
Association Bulletin. The news-letter of the past 
has been most valuable. Reading the splendid 
ones written by Mrs. Overholser, I have always 
felt it was a great pity that they could not be 
placed in the hands of every member of the 
auxiliary. Through the efforts of Mrs. Freeman 
and the generosity of the American Medical Asso- 
ciation the Auxiliary was given space in the Bul- 
letin. Unlike the news-letter the Bulletin is ac- 
cessible to every doctor’s wife, while the mailing 
list for the news-letter was necessarily limited to 
a few names. 

In order to make the material in the Bulletin 
of widespread interest I shall need the cooperation 
of every state chairman of press and publicity. 
To that end may I ask that each of you mail me 
a brief report of the outstanding activities in your 
state groups by the tenth of each month beginning 
with October. Certain items from these reports 
will be incorporated in the Bulletin articles each 
month. The knowledge thus obtained of the 
diversified interests and activities of other state 
and county auxiliaries will spur us on to greater 
effort and greater accomplishment. 

Mrs. Robert E. Fitzgerald. 
Wauwatosa, Wisconsin, 
September 12. 1933. 
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HISTORY OF THE WOMAN’S AUXILIARY 
TO THE 
MISSISSIPPI STATE MEDICAL ASSOCIATION 


As the Woman’s Auxiliary to the Mississippi 
State Medical Association has just passed its 
tenth birthday it seems appropriate that we re- 
view a little of its history and some of its achieve- 
ments; keeping in mind that the spirit of fellow- 
ship which prompts the continuation and growth 
of this organization cannot be reduced to words 
on a printed page, but is stamped upon the heart 
of every doctor’s wife who has become an active 
member of the Auxiliary. So, from time to time 
we will have a short sketch of our history and a 
word about the presidents who have helped bring 
the organization to its present development. 

On May 9, 1932, the wives of the doctors attend- 
ing the meeting of the Mississippi State Medical 
Association in Vicksburg, met at the Elks Club 
for the purpose of organizing a Woman’s Auxiliary 
to the State Medical Association. 

Mrs. J. Williams of Gulfport called the 
meeting to order, she having been appointed state 
chairman of organization. Mrs. T. E. Ross, Jr., 
of Hattiesburg was appointed temporary secretary. 
Mrs. Ross read letters received by Mrs. Williams 
from Dr. T. M. Dye, Secretary of the Mississippi 
State Medical Association, and from Mrs. H. L. D. 
Kirkham of Houston, Texas, corresponding secre- 
tary of the Woman’s Auxiliary to the American 
Medical Association, in regard to the organization 
of a Woman’s Auxiliary in Mississippi. 


Dan 


The motion was made and carried that such an 
organization be organized, and the following 
officers were elected. 

President, Mrs. Dan J. Williams, Gulfport. 

ist Vice-President, Mrs. H. S. Hairston, Meridian. 
2nd Vice-President, Mrs. S. W. Johnston, Vicks- 
burg. 

Recording Secretary, Mrs. T. E. Ross, Jr., Hat- 
tiesburg. 

Corresponding Secretary, Mrs. James M. Acker, 
Jr., Aberdeen. 

Treasurer, Mrs. W. D. McCalip, Yazoo City. 

Councilors for the nine districts corresponding 
to the districts of the medical association were 
elected as follows: 


District 1. Mrs. A. G. Payne, Greenville. 
District 2. Mrs. B. S. Guyton, Oxford. 
District 3. Mrs. F. F. Elkin, Tupelo. 
District 5. Mrs. Julius Crisler, Jackson. 
District 8. Mrs. J. C. McNair, Fayette. 


District 9. Mrs. S. C. Culpepper, Wiggins. 

Councilor for the fourth, sixth and seventh dis- 
tricts were to be appointed. 

Those present at the organization were Mrs. 
Dan J. Williams, Gulfport; Mrs. H. C. Denson, 
Mrs. W. H. Parsons, Mrs. M. H. Bell, Mrs. S. W. 
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Johnston, Mrs. L. S. Lippincott, Mrs. George 
Street, Mrs. Vincent Bonelli, Mrs. H. H. Haralson, 
Mrs. E. F. Howard, and Mrs. A. Street of Vicks- 
burg; Mrs. H. McMullen and Mrs. J. M. Acker, 
Jr., of Aberdeen; Mrs. S. C. Culpepper and Mrs. 
S. E. Dunlap, Wiggins; Mrs. W. N. Blount, Mrs. 
R. H. Cranford and Mrs. J. S. Gatlin, Laurel; Mrs. 
T. E. Ross, Jr., Hattiesburg, and two members of 
the state medical association, Dr. T. M. Dye and 
Dr. Dan J. Williams. 


The next meeting was held in Jackson in May, 
1924, at which time Mrs. S. C. Red of Houston, 
Texas, President of the Auxiliary to the American 
Medical Association, and Mrs. Seale Harris of 
Birmingham, Alabama, Vice-President of the A. M. 
A. Auxiliary and President of the Woman’s Auxili- 
ary to the Alabama State Medical Association, 
were present. These ladies greatly assisted in 
bringing the Mississippi Auxiliary to conformity 
with the national organization. 

The Jackson Auxiliary entertained with a tea 
in the home of Dr. and Mrs. Harley R. Shands. 

Officers elected at this meeting were: 

President, Mrs. Dan J. Williams, Gulfport. 

1st Vice-President, Mrs. S. H. Hairston, Meridian. 

2nd Vice-President, Mrs. S. W. Johnston, Vicks- 
burg. 

Recording Secretary, 
Aberdeen. 

Corresponding Secretary, Dr. Margaret Caraway, 
Gulfport. 

Treasurer, Mrs. W. D. McCalip, Yazoo City. 


COUNCILORS 


Mrs. J. M. Acker, Jr., 


District 1. Mrs. E. R. MeLean, Cleveland. 
District 2. Mrs. B. S. Guyton, Oxford. 

District 4. Mrs. T. W. Holmes, Winona. 
District 5. Mrs. H. F. Garrison, Jackson. 
District 6. Mrs. W. G. Gill, Newton. 

District 7. Mrs. R. H. Foster, Laurel. 

District 8. Mrs. W. H. Frizell, Brookhaven. 
District 9. Mrs. S. C. Culpepper, Wiggins. 
Chairman of Public Health Committee, Mrs. 


Henry Boswell, Sanitorium. 
Chairman of Program and Activities Committee, 
Mrs. R. C. Elmore, Durant, 


Councilor for the third district was to be ap- 
pointed. 

Biloxi was the scene of the meeting in May 
1925. Some necessary changes were made in the 


by-laws, and the office of president-elect was added 
to the list of offices. 

From this meeting dates our active interest in 
the Preventorium, which at that time was a health 
camp for undernourished and _ underprivileged 
children situated on the coast. Mrs. Williams was 
made state chairman, with the councilors as mem- 
bers of her committee to supply necessary linens 
for this camp. The character of this work has 
changed with the establishment of the Preven- 
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torium by the state, but interest in the welfare 
of the children has never ceased under the guid- 
ance of Mrs. Williams and Mrs. Boswell who have 
been untiring in their work for this cause. 

Five organized auxiftaries were reported: Har- 
rison-Stone, Warren, Lauderdale, Hinds and Holmes 
Counties. 


Officers were elected as follows: 

President, Mrs. S. H. Hairston, Meridian. 

President-Elect, Mrs. J. J. Haralson, Forest. 

Ist Vice-President, Mrs. Sidney W. Johnson, 
Vicksburg. 

2nd Vice-Presidént, Mrs. C. A. Sheely, Gulfport. 

Recording Secretary, Mrs. S. C. Applewhite, Jack- 
son. 

Treasurer, Mrs. S. E. Dunlap, Wiggins. 

Parliamentarian, Mrs. D. J. Williams, Gulfport. 

COUNCILORS. 


District 1. Mrs. Leroy Wilkins, Clarksdale. 
District 2. Mrs. B. S. Guyton, Clarksdale. 
District 3. Mrs. J. M. Acker, Jr., Aberdeen. 
District 4. Mrs. T. W. Holmes, Winona. 
District 5. Mrs. A. Street, Vicksburg. 
District 6. Mrs. W. G. Gill, Newton. 
District 7. Mrs. E. N. Blount, Bassfield. 
District 8. Mrs. W. H. Frizell, Brookhaven. 
District 9. Mrs. L. L. Polk, Purvis. 


Mrs. J. W. D. Dicks, 
Historian. 


MRS. DAN J. WILLIAMS, Gulfport. 
President, 1923-25 
Maude Hepler Williams was born at Washington, 


Indiana. Her father, Samuel J. Hepler, and 
mother, Sara A. Hunt, were natives of North 
Carolina. 


At the age of fifteen months she moved with 
the family to Winfield, Kansas. She grew up and 
received her education in this lovely little town 
of churches and college. 

In 1907 she entered the nurses training school 
in Ensworth Hospital at St. Joseph, Missouri, 
graduating in 1910. Her southern blood called her 
South and the lovely Gulf Coast of Mississippi 
lured her to Pass Christian. There she met Dr. 
Dan J. Williams and was married November 30, 
1918. They established their home on West 
Beach, Gulfport, where they have since resided. 

Mrs. Williams was appointed in 1923 to organize 
the Woman’s Auxiliary to the Mississippi State 
Medical Association, and was elected its first 
president, serving in that office for two years. 
Since that time she has served on various com- 
mittees and has been a member of the executive 
board each year. 

Her activities are not confined to Mississippi, 
but in Auxiliary circles throughout the South, the 
work of Mrs. Williams is known. Entering en- 
thusiastically into the Avxiliary of the Southern 
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Medical Association immediately after it was 
founded, she served as the third president of the 
organization, and has remained active since that 
time. 

Not alone in auxiliary work is Mrs. Williams 
interested, but any constructive program of wo- 
men’s clubs or civic affairs gain her active co- 
operation. 


WOMAN’S AUXILIARY TO THE ISSAQUENA- 
SHARKEY-WARREN COUNTIES MEDICAL 
SOCIETY 
A meeting of the Woman’s Auxiliary to the 
Issaquena-Sharkey-Warren Counties Medical So- 
ciety was held in the Monroe Room of the Hotel 

Vicksburg, September 19. 


Judging from the good attendance and the inter- 
est and enthusiam shown, our auxiliary promises 
a most successful year. 


During the luncheon friends enjoyed a delightful 
social hour. After a short business session pre- 
sided over by the president, Mrs. Sydney W. 
Johnston, the meeting was turned over to the 
leader for the program, Mrs. Augustus Street, who 
then read a very interesting and instructive paper 
on “Heroes of Medicine.” 

The meeting waS adjourned until the third Tues- 


day in October when the usual luncheon meeting 
will be held. 





Dr. and Mrs. Benson Martin have returned from 
a pleasant motor trip to Chicago. 


Mrs. George Street is playing in the State Golf 
Tournament in Jackson. 


Dr. and Mrs. Augustus Street are attending the 
meeting of the American College of Surgeons in 
Chicago. 


Mrs. Charles J. Edwards and son, Franklin, spent 
a most interesting and happy vacation touring 
the west this summer. 


Mesdames Sydney W. Johnston, Preston Her- 
ring, W. H. Parsons and Laurance J. Clark were 
among the many Vicksburg people who visited 
the Century of Progress. 


Stanley Lippincott entertained his many little 
friends on his fourth birthday. This was a very 
joyous occasion for all the children with many 
attentions planned for their pleasure. 


The many friends of Dr. and Mrs. Guy C. Jar- 
ratt are congratulating them upon the arrival of 


a fine young son, their second. 


The little friends of Laurence J. Clark, Jr., en- 
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joyed celebrating his fifth birthday with him the 
first part of the month. 


Mrs. Hugh Johnston is enjoying a visit in 
Rochester, Minnesota. She made the trip by 
motor with friends from the Mayo Clinic. En- 


route home she will stop in Chicago for a visit. 


Dr. and Mrs. Edley Jones were among the vis- 
itors at the World’s Fair. 

Dr. and Mrs. H. H. Haralson spent a pleasant 
week-end in Forest where Dr. Haralson made his 
home for a number of years. 


Mrs. Benson Martin, Jr., spent a month in New 
Orleans. Dr. Benson Martin, Jr., is an interne at 
the Baptist Hospital. 





Dr. and Mrs. Ike Knox have a son attending 
Mississippi College in Clinton, and a daughter in 
college at Blue Mountain. 

Mrs. Mace Bell has moved back to her home 
on Washington Street. 

Mrs. Laurance J. Clark, 

Vicksburg, Press and Publicity Chairman. 
October 11, 1933. 


WOMAN’S AUXILIARY TO THE HARRISON- 
STONE-HANCOCK MEDICAL SOCIETY 

The Woman’s Auxiliary to the Harrison-Stone- 
Hancock Counties Medical Society plans pleasant 
and instructive meetings thru the coming season. 
We meet every two months and the next meeting 
will be in the home of the incoming president, 
Mrs. Dan Williams, at which time a bridge lunch- 
eon will preceed the business meeting; bridge in 
the morning and business following the luncheon. 
Mrs. W. A. Mrs. Elmer Gay and Dr. 
Emma Gay will be co-hostesses. 


Dearman, 


Health Education, Hygeia and hospital service 
will control the activities and we might add Hand 
shake to tell the world we are a Four H Organ- 
ization, too. 


With summer a memory of a well earned “rest 
period” for most people, the doctors’ wives have 
had to carry on thru these uncertain days. There 


is only one certain for most of us, that the bills 


rendered November 1, will bring almost nothing, 
but Oh, Boy, how good it will be when “Happy 
Days” are here again! 


President-elect to the Mississippi State Medical 


Association, Dr. E. C. Parker, Mrs. Parker and 
young son, Ed, are in Chicago attending the 
World’s Fair. 

Gulfport, Mrs. D. J. Williams. 


October 10, 1933. 
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WOMAN’S AUXILIARY TO THE CENTRAL 
MEDICAL SOCIETY HINDS COUNTY 
UNIT 
Mr. John D. Noblin, son of Dr. and Mrs. W. E. 
Noblin, and Ben F. Johnson, son of Dr. and Mrs. 
B. F. Johnson, are among the young Jacksonians 
to enter Ole Miss this season. Among other 
young folks who will ba greatly missed this 
winter are Fred Rehfelds, who is attending South- 
western University, Miss Lucy Rembert, who is 
attending M. S. C. W., and Nugent Shands, who 

has entered Vanderbilt University. 


Harley Shands, son of Dr. and Mrs. Harley 
Snands, has won a scholarship at Tulane, and will 
spend the winter in New Orleans. 


The Harley Shands family, all of whom have 
been greatly missed of iate, will return to their 
home on North State street in November. 


The Woman’s Auxiliary to the Central Medical 
Society, Hinds County Unit, has resumed its activ- 
ities. An interesting meeting of the executive 
committee was held in the home of the president, 
Mrs. Harvey F. Garrison, recently. This meeting 
was followed a few days later by a luncheon at 
the Edwards Hotel. 

Mrs. B. F. Johnson, 
Jackson, Press and Publicity. 
October 6, 1933. 


YEAR BOOK 


Due to unavoidable delay we are now getting 
the program book out to each Auxiliary. This 
booklet is dedicated to our great friend and ad- 
visor, Dr. Ewing Fox Howard of Vicksburg who 
passed away recently. On the first page is a 
picture of our able president, Mrs. Frank L. Van 
Alstine of Jackson. Then follows a list of the 
officers, national southern and state, charter mem- 
pers and ex-presidents. A picture of Mrs. Dan J. 
Williams, Gulfport, who organized our Auxiliary 
and was first president, serving two years. The 
next page is a sketch of the history, telling where 
organized and date, state work, membership cam- 
paign, number of members and number of auxili- 
aries. The subjects which are offered are as fol- 
lows: 

I. Social. 
II. Preventorium 
(a) History 
(b) Benefit to Children 
(c) Auxiliary work pertaining to the 
Preventorium 
Ill. Hygeia 
(a) Value as a magazine on the home 
(b) Value in the school 
(c) General discussion 
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IV. Public Relations 
Vv. Jane Todd Crawford 

VI. Public Health 
Discussion of Quix Compend 

Vil. Life of Joseph Lister 

Vill. Animal Experimentation 
“The Dog’s Gift to the Relief of Human 
Suffering.” 

IX. Social 

The last few pages contain a copy of the con- 
stitution and by-laws. 

I want to call your attention to the programs 
as the committee suggests that they should be 
given. The first is social. 

As we are having a membership campaign each 
member should take or most cordially invite as 
many non-members to this meeting as _ possible. 
Make this a delightful social and discuss your 
programs for following meetings. In this way you 
learn of the interests of the ones present and 
enables you to follow up with programs which are 
locally and approved by your local 
medical -We find that auxiliaries which 
have a few minutes instructive program followed 
have splendid attendance and good 


of interest 
society 
by a social 
fellowship. 

Program II.—Preventorium. We have all data 
for this program which we will be glad to send 
to you. 

Program III.—Hygeia. Mississippi has not been 
successful in getting as many magazine subscrip- 
tions as we wish. Your state chairman, Mrs. C. 
E. Mullins, Bude, can supply you with sample 
copies and the rate of subscriptions. Mrs. Mullens 
will be glad to hear from you and help any way 
she can. 

Program IV.—Public Relations. The object of 
this program is to bring about a better under- 
standing between the profession and the public. 
It is recommended that the leaders of important 
organizations in the county be invited to this 
meeting. Entertain them as well as instruct them 
along lines on the aims of the medical profession 
in the advancement of health education. We sug- 
gest a talk on medical economics as our doctors 
are now experiencing it and what we can do in 
our small way to awaken the public to the fact 
not to forget the family physician who is always 
ready and willing to more than do his part for 
patients, friends and community. A talk by a 
member of the auxiliary and a practicing physician 
from the medical society would make a fine pro- 
gram. 

Program V.—Jane Todd Crawford. This needs 
no explanation. Many used this program last year 
and found it most interesting. 

Program VI.—Public Health. This discussion of 
the quiz compend would be most instructive. 
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Program VII.—Life of Joseph Lister. This is 
written by Claude Lillingston and will be found 
most interesting and instructive. 

Program VIII—Animal Experimentation. “The 
Dog’s Gift to the Relief of Human Suffering” was 
prepared by Walter B. Cannon, M.D. and Cecil K. 
Drinker, M. D., and is a reprint from the New 
England Journal of Medicine, September 15, 1932. 
We all know that the devotion of a dog to a man 
is very great and after reading this article we are 
sure we will all feel that the dog is really a friend 
to man. 


Bring your doctor as your guest and let good 
fellowship be the key of the evening or whatever 
time you may select as your “party time.” 

We have a good many topics on hand and 
would be glad to help you arrange whatever pro- 
gram you think best suited to your group. 

Please write me how you like the booklet. The 
printing was made possible by a physician who is 
a great friend of the auxiliary. I feel that each 
of you join with me in thanking him for his 
thoughtfulness and generosity. 

Again I ask you to let me hear from you in 
regard to your programs. 

Best wishes to all. 

Mrs. W. C. Pool, 
Program Chairman. 
Cary, 
October 7, 1933. 


HONOR ROLL 

The following have helped to make this number 
of our Journal: 

COUNTY EDITORS: L. S. Gaudet; W. L. 
Little; L. L. Minor; D. H. Ward; W F. Hand; 
W. H. Scudder; R. B. Caldwell; W. B. Dickins; 
G. S. Bryan; G. E. Godman; T. E. Hewitt; R. P. 
Donaldson; T. P. Haney; H. T. Ims; J. G. Archer; 
S. E. Field; M. L. Montgomery.—17. 

SOCIETIES: Central, Robin 
dale and Six Counties, V. B. Harrison; Delta, F. 
M. Acree; East Mississippi, T. L. Bennett; Har- 
rison-Stone-Hancock Counties, Riley W. Burnett; 
Issaquena-Sharkey-Warren Counties.—6. 

HOSPITALS: Anderson Infirmary; King’s 
Daughters Hospital, John A. Beals; Mississippi 
Baptist Hospital, L. W. Long; Vicksburg Sani- 
tarium.—4. 

WOMAN’S AUXILIARY: Mrs. Leon S. Lippin- 
cott; Mrs. Frank L. Van Alstine; Mrs. J. W. D. 
Dicks; Mrs. L. J. Clark; Mrs. D. J. Williams; Mrs. 
B. F. Johnson; Mrs. W. C. Pool.—7. 


Harris; Clarks- 


OTHERS: J. W. D. Dicks; C. C. Hightower; 
J. S. Ullman; F. J. Underwood; Riley Burnett; 
J. A. K. Birchett, Jr.; G. M. Street; R. A. Street, 


Jr.—8. 
GRAND TOTAL: 42. 
YOUR EDITORS THANK YOU. 
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The Physiological Effects of Radiant Energy: By 
Henry Laurens, Ph. D. New York City, Chem- 
ical Catalog Company, Inc., 1933. pp. 610. Price, 
$6.00. 


This is one of a series of interesting monographs 
sponsored by the American Chemical Society, and 
is considered a most valuable addition to those al- 
ready published. 

For many years the author has been recognized 
as an outstanding investigator and research work- 
er in radiant energy. His great knowledge and ex- 
perience, recognized universally, render this book 
an authoritative source of valuable information. 

Since the early beginning of the use of radiant 
energy for therapeutic purposes, in certain in- 
stances, it has been exploited commercially, based 
on the fortuitous belief that sunlight and artificial- 
ly produced rays of radiant energy can do no harm. 
This book so clearly explains the effect of radiant 
energy on tissue that any intelligent reader will 
immediately dissipate any such notion. The author 
has broadened our knowledge of the effects of ra- 
diant energy, and his book is considered one of the 
most comprehensive of its kind printed in any lan- 
guage. 

There are seventeen chapters in the book, which 
ciearly and adequately explain the physics of ra- 
diant energy, its effects on the skin, wounds, and 
scme skin diseases; also the effects of radiant en- 
ergy on the eye, on the circulatory system, on the 
bleod, on metabolism, on body temperature, respi- 
ration, optical sensitization and many other condi- 
tions. 

This book will prove of great educational value 
to all interested in the different forms of radiant 
energy, but should be of particular interest to 
physiologists, radiologists, physiotherapists, and 
the medical profession in general. 

LEON J. MENVILLE, M. D. 


California's Medical Story: By Henry Harris, M. 
D.; Introduction by Charles Singer, M. D., D. 
Litt. San Francisco, J. W. Stacey, Incorporated, 
1932. pp. 421, illus. Price, $7.00. 


“For the study of medical history, California 
geographic presents quite exceptional advantages. 
The geographical isolation of its population makes 
a true local study more valid than would be the 
case for most states. The earlier records have been 
better and more lovingly preserved in California 
than in any other civilization that has developed 
so recently and so rapidly. The presence of first- 
class library facilities is unique for so youthful 
an aggregate. The very rapid evolution of Califor- 
nian civilization has carried with it a no less rapid 


evolution of medicine from the primitive and ma- 
gical to the ‘highly scientific, though no less human, 
discipline which is enabling the medical schools 
of the State to provide as well equipped medical 
men as are to be found anywhere in the world. 
Thus California Medicine is an almost ideal field 
for the student of local history. The broad con- 
ception, the painstaking and thorough investiga- 
tion, and the attractive presentation of the work 
of Dr. Harris do justice to his theme. He has 
prepared a model local history. When more such 
works become available a true inductive history 
of modern medicine will become possible.” 


The above quotation is taken from Dr. Charles 
Singer’s thought provoking and beautifully written 
introduction to Dr. Harris’ book. The introduc- 
tion also touches in a provocative fashion upon 
the bearing of our present Industrial Revolution 
upon Learning and upon the part which the science 
ot Medical History may play in the revolution. 

Dr. Harris deals with the medical history of 
California broadly according to four periods in 
the history of the state: Indian, Spanish, Mexi- 
can, American. Information about the state of 
medicine in the earlier periods is necessarily mea- 
ger. The story of the personalities is well told, 
and California has had some exceedingly colorful 
ones, good and bad. He even tells the story of 
the various medical organizations without induc- 
ing boredom. The medical story of the gold rush 
holds the greatest interest for the average reader. 
Some physicians in ‘the mad scramble for wealth 
deserted their profession to dig gold, while other in- 
dividuals without medical training set themselves 
up as practitioners of the healing art and often 
became rich. Epidemics of plague and dysentery 
ended the careers of thousands of adventurers. 
Physicians who built a hospital as a business as 
well as a professional venture were soon bank- 
rupt caring for the indigent victims of some ep!- 
demic. 


The book is beautifully printed on fine paper 
and attractively bound; the illustrations are of high 
order. 


R. H. Turner, M. D. 


Reflex Action, A Study in the History of Physiologi- 
cal Psychiatry: By Franklin Fearing, Ph. D. 
Northwestern University. The Williams & 
Wilkins Company, Baltimore, 1930. pp. 315. 

All animal behavior is to be understood in terms 
of concotenated reflexes. Since the animal organ- 
ism is a definite circumscribed material system, “‘it 
ean only continue as long as it is in continuous 
equilibrium with the forces external to it; so soon 
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us this equilibrium is seriously disturbed the or- 
ganism will cease to exist as the entity it was. Re- 
flexes are the elemental units in the mechanism of 
perpetual equilibration, etc.” The above is a quota- 
tion from Pavlov, and is used in the introduction of 
Reflex Action. 

One can not fail t» be impressed with the exhaus- 
tive research that was undertaken to gather the 
material for this book. In the bibliography there 
ure 554 specific references, and it is gratifying to 
find most of these authors liberally quoted. There 
is also a general index and a list of authors. 

While there is little contained in this book that 
has to do directly with the practice of medicine, 
there is much that will give a better understanding 
of the function of glands and other organs, and of 
eonduct in general. This book, including the bibli- 
ography, comprises 350 pages and is written in a 
very interesting manner. Reflex Action makes 
fascinating reading and holds the interest and 
scientific curiosity to the very last page. 

C. S. Horsroox, M. D. 


Wedical Relations Under Workmen’s Compensation: 

A Report Prepared by the Bureau of Medical 
Economics, American Medical Association. 
Chicago, A. M. A. 1933 pp. 157. 


This is a report consisting of introduction and 
nine chapters, eack very much in detail explain- 
ing the evolution of the system—prevention of ac- 
cidents — administiation — insurance carriers — 
growth of provisions for medical care—choice of 
vhysicians—payment for medical services under 
compensation—professional relations in compensa- 
tion—compensation as origin and fosterer of con- 
tract practice—suggested conclusions and recom- 
mendations. 

It is well written, of especial interest to those in- 
terested in industrial compensation, especially that 
part involving the medico-legal consideration and 
henefits. Much explanation is given to choice of 
pnysicians with Doctor groups who benefit there- 
from. Some criticism is leveled at the definition 
of anatomical boundaries which is not at all in 
keeping with the rules of the Association of Anato- 
mists, inasmuch as each State defines or attempts 
to define his own anatomical boundaires in desig- 
nating and in evaluating amount of damage done 
with comparable compensation. 

The book is well printed with groupings accord- 
ingly, added to which is an index, instructive in 
character. 

WALTER J. Ors, M. D. 


International Clinics: June, 1933. 
J. B. Lippincott, 1933. pp. 314. 
This quarterly, in the reviewer’s opinion, grows 
progressively more and more indispensable to the 
practitioner of medicine. The subject matter com- 
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bines a splendid grasp of the content dealt with.in 
both its scientific and clinical aspects. This issue 
is replete with mattcr of much importance. Edema, 
cyanosis, menstrual bleeding and a clinico-patho- 
logical conference devoted to subacute bacterial 
endocarditis are only a few of many important in- 
clusions of the book. A good index concludes the 
volume. 


I. L. Ropstns, M. D. 


A Text-Book of Physiology: Twelfth Edition. By 
William H. Howell, Ph. D., M. D., Se. D., LL. 
D. Philadelphia and London, W. B. Saunders 
Co., 1933. pp. 1132. figs. 308. 

The appearance of a new edition of Howell is an 
event of importance. For more than a quarter of 
a century Professor Howell has periodically revised 
what seems to be at the time the fundamental con- 
ception of how the body works, citing the new evi- 
cence briefiy and clearly. In this edition more al- 
terations than usual have been called for, particu- 
larly in the discussion of the vitamins, the hor- 
mones and the chemistry of muscular contractoin, 
“in which contributions are so numerous and 
changes in point of view so rapid that any general 
summary is quickly in need of revision. That pre- 
valent theories are frequently only stages in the 
gradual growth of knowledge” is evident as in all, 
or nearly all, other sub-divisions of medicine. 

The only criticism, but one applicable to most of 
the text-books of so-called Human Physiology, is 
that not sufficient emphasis is laid on the all im- 
portant fact that “the modern practice of medicine 
is largely applied physiology”. This is of course 
more evident in certain organ systems than in 
vihers, but where it is outstandingly evident, as in 
circulation, respiration, etc., it should be impressed, 
not only upon the beginning student, but upon the 
practitioner desirous of becoming acquainted with 
modern physiology. 

HENRY LAURENS, Ph. D. 


Lcs Sequelles De L’Encezphalite Epidemique: By. 
Drs. Georges Guillain & Pierre Mollaret, Paris. 
G. Doin & Cie, 1932. pp. 103. 

This is one of several monographs appearing at 
irregular intervals forming a part of “La Pratique 
Medical Illustre” which is under the Directorship 
of Professor E. Sergent, R. Mignot and R. Turpin. 

The authors of this monograph, both members 
of the Faculte de Medecin de Paris and la Salpe- 
triere, are extensive contributors to the French 
literature in neurology, and are thoroughly qualified 
to handle the difficult and intricate subject forming 
the title of this monograph. 

In the introductory chapter the reader is given 
an appreciation of the vast extent of these compli- 
cations which have at times revolutionized our con- 
ception of Neurology. Psychiatry, General Pathology 
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and even the legal aspect of Medicine. Then follow 
Clinical studies which form the bulk of the work 
end are divided into various groups, the most im- 
portant of which are: The post-encephalitic par- 
kensonian syndrome, post-encephalitic distrub- 
ances of motion and disturbances of Sensation Veg- 
tative and endocrine disturbances and mental dis- 
craers of infantile and adult types. The last two 
chapters are devoted to the important elements in 
diagnosis and the most approved therapeutic 
roethods. 

Throughout the work, attention is called to the 
freuency, the date of onset and the manifestations 
of each of the sequellae. The volume is embell- 
ished by twenty-one illustrations, most of which are 
taken from the world famous clinic of la Salpe- 
triere. 

The whole forms a most concise and complete 
expose of the sequels of epidemic encephalitis. It 
sheuld, therefore, form a part of the library of every 
general practitioner, and neuro-psychiatrist. 

L. L. CAZENAVETTE, M. D. 


Surgery of the Stomach and Duodenum: By J. 
Shelton Horsley. M. D., F. A. C. S., LL. D. St. 
Louis, C. V. Mosby Co., 1933. pp. 260. Illus. 

This beautifully illustrated monograph comes 
from the pen of a master surgeon, well qualified to 
write on this subject. The author’s particular in- 
terest in gastro-intestinal surgery extends back over 
many years, during which time his extensive ma- 
terial has been carefully studied before and after 
operation. Then, too, there has been no one more 
ready and eager to apply the discoveries of experi- 
mental physiology to his clinical problems. The 
book under discussicn reflects this healthy attitude 
throughout. 

The opening chapters deal with the embrology 
and physiology of the upper digestive tract. Sub- 
sequent chapters describe the various operative 
procedures in detail and give excellent discussions 
on the choice of eperation best fitted to relieve 
the different pathological conditions encounered. 
Uncommon lesions, as well as little used operations, 
are kept in the proper prospective,—the result be- 
ing a well balanced, readable work. 

It is interesting that the author advocates ex- 
cision in certain cases of carcinoma of the stomach 
which involve the transverse colon. 
must, of 


These resec- 
include a portion of the 
This in itself cannot be criticized but it is 
apt to tempt the unwary surgeon in cases where 
undetected metastases make such a formidable pro- 
cedure futile at the outset. 

It is safe to say that his book can be read with 
pleasure by any one interested in surgical prob- 
lems of the stomach or duodenum; and, although 
not intended to be an exhaustive treatise, it will 
prove a valuable source for reference. 

R. M. PENICK, Jr., M. D. 


tions course, 


colon. 
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The Technique of Local Anaesthesia: By Arthur E, 
Hertzler, A. M., Ph. D., LL. D., F. A. C. S. 5th 
ed. St. Louis, C. V. Mosby Co., 1933. pp. 292. 
Illus. 

The author expresses his intention to describe 
cnly those methods of‘local anaesthesia which have 
proved useful in his hands, therefore it is not sur- 
prising that some useful procedures are omitted. 
Apparently, this plan has been adhered to, and re- 
sults in a practical work simply and clearly ex- 
pressed. 


There is a tendency throughout to make use of 
infiltration rather than distant nerve blocking. 
This will be welcomed by those who are not expert 
with the latter method, for it indicates how much 
can be done with a simplified technique. The au- 
thor is also to be commended for relegating to the 
background accurate measurements to obtain injece 
tion points because these are rarely satisfactorily 
cwing to individual! variations in the patient. On 
the other hand an interested reader cannot but 
regret that the section on the use of local anaes- 
thesia in the presence of infection is not more 
thorough; and the reviewer also feels that the dis- 
cussion of local anaesthesia in fracture work should 
be given more emphasis. 


There is every reason to expect the fifth edition 
to maintain the justly deserved popularity of this 
book. 


R. M. Penick, Jr., M. D. 
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